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ABSTRACT 

^ \ Testimony priesented^ in this document covers (1) 

current initiatives in the- Publi<t Health. Service agenda to promote 
and protect the'^health of mothers /and infants and to^implement 
specif ic prevention activities in child health; (2) key issues in 
outcome and prevention along[ the human growth line; (3l recent 
neuroscience research, having implications for the development 6f 
cognitive processes; (4) fetal alcohol syndrome; (5) emo'tional 
deyelopment and necessary elements of preventive dntervehtion 
programs; (60 research into infant mortality, low birth weighty 
teenage problems assbciat^cl with the high incidence of pregnancy, and 
prenatal' care;; (7) low birth weight in the low income minority 
population; (8) historical dimensions 6t the role of nutrition in 
preventive health care and evidence linking- nutrition and pregnancy 
outcomes; and (9) results of* longitudinal-studies of early childhood 
education concerning the cost effectiveness of early intervention. 
Approximately half of the text is an administrative petition to the 
United, sitates Department of Health and Human Services to reduce the 
incidence of low bi rth w(e ight ^nd reisiulting inf ant mortal v 7he 
petition proposes remedies, provides new data on the current status 
of maternal and infant health, highlights results^of -programs proven 
successful in increasing birth weight and lowering infant moi^tjtlity, 
and includes a c^st analysis of prdviding. coi^rehensive. preAatal care 
to. those in need. (RH) • , s 
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PREVENTJQN.^TRATRn!li:S FOR HE AT. THY 
BABIES AND HEALTHY CHILDREN 

' r ■ " • ' 

^ THURSDAY, JUNE 30, 1983 

' ' 

flousE OF Representatives, 
A Prevention Strategies Task Force, ^ 
Select GoMMiTf ee on Chii^ren, Youth, and Famiues, ' 
. s \ Washington, D.C. 

' The se^ met, pursuant to call, at 9 a.m., in room 

2358, Rayburn House Office Building, Hon. William Lehman (chair- 
man of the force) presiding. 

iPresentj Represeiltktives Miller^ Lehman, Schroeder, Boggs, Mi- 
kulski, Weiss, Leland, Leviti, Rowland/Sikorski, W}ieat, Marriott, . 
Bliley^ Wolf, Johnson, McKernan, and Vucanovich.' , 

Staff present: Alan J; Stone, staff director and counsel; Ann' 
iRose>vater, deputy staff director; Karabelle Pizzigatti^ professional 
staff. Christine Elliott-Groves, minority staff director; and Joan 
Gocfley, committee clerk. • • 

Mr. Lehman. In order to get the committee underway, we' will' 
not officially* call the committee to> order because' we need two 
people hefe: to make it. official, but I am going to suspend the rules 
for just a moment.' But I would- like for the court reporter to take 
my opening statement down, and we will cal^tHe meeting to order 
after I read my opening statement; 

I am pleased to welcome all of you to the first hearing of the Pre- 
^vention Strategies Task Force. ?!► 

Today begins our effort Ip gather the best available information 
on . early childhood development, on how to best enhance that de- 
velopment, and how we can .achieve significant sayings as a nation 
by preventive* approaches. % 

We. are especially fortunate to bring together eminent scientists 
and researchers as well a/3 adriiinistration officials^ They \yn\\ 
present us with the results of the, latest scientific studies on the 
^ physical and mental development, the social and emotional devel- 
opmeht'of pur youhgeist citizens,!^^ as the crucial role parents v 
; iday in this development. / i^i) ■ 

We will^^^l^^ on the lives of cHil- 

dren--Tnutriti6iv belravior^ mrarcal and other care-^ 

may preview the strengths pr difficulties affecting children^as Jthey r ' 
grow;aiid \vhen thi^ . ; ^ - 

We will also learn about successful efforts, particularly in ; the-' 
most recent deciades, to prevent disabilities and disease among chil- \ 
dren. Many of these efforts have been based on the best je^vailable 
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research, and have been promoted by Federal investments and Fed- 
eral activity. We have much to tearn from these successes. 

Today's- hearing focuses heavily on preventing problems — and en- . 
hancing well being — among young children^ As this series of hear- 
ings continues, we will, of course, look carefully at the latest scien- 
tific evidence about older children and adolescentiV development, 
and the best models fOr preventing problems to vhich they are 
m^t prone. . * ' 

This hearing will provide ah overview of the mait'A issues encom- ^ 
passed by the Prevention Strategies Task ^orce. It is just a begi(i- 
ning— really just the tip of the iceberg— but Qffers enormous hope 
for the opportunities this Nation has to assure the4iealth and well- 
being of our yAung people. ' 

We now hafe a quorum, and the ch^rman of the full lect com- 
mittee is here. I now call the tadk force to order. With at objection, 
I would like'to lay dt>wn the following rules that we vnIII abide by 
todav. Following my opening statement, th^ first opportunity 
would th^*£6 to 'Mr. Bliley, the ranking ihember of the task force 
on the RepublidiEui side, then we will go to Chainnan Miller of^e 
full • committee, .'and -tben^ to the rankmg member of the^trii-t5om- 
mittee> Mr. Marriott. Then .we will hear the opening statements of 
each of our pegiels and then eiach member,' beginning with Uhe 
chairman of tne»task force and. the ranking member, the chairman 
of the full committee and ranking memmr, and those members 
that may be here on both sides will have 5 minutes to question the 
witnesses^ lr 

We will work finder the 5-minute rule so. that they can ask one \ 
or more questions. Bdt we will be limited to the 5-minute rule so 
that we deci assure each person on the committee that they will 
have at least . a . chance^ toaay to ask . one question and not be«shut 
out entirely. ; > • . 

So unless there is objection to these rules, we will now proceed, 
and 1 will yteld to my good friend, the chainnan of the .select com- 
niittee,^Hon. George MUler of California. • \ , 

Chairman' Miller. I commend the chairman and ranking minor- / 
ity member for organizing this hearing in an exjpieditious manner. ; ^ 
Prevention is a subject the chairman and I have focused^h for sev- 
eral years, and I am delighted to join him this morning in this,Vhis 
initial hearing. ^ ' ; 

* There isn't a member of this committee, nor an adult person 
anywhere .in the United States for that matter, who hasn't learned 
■ in the, !a^- 20 years; about tjie ritjk factors inherent 4n smoking, 
drinking, eating to excess, and n(]^ exercising. Not onl)^ have mil- 
liohs changed l£eir habits, but there is oVerwhelmmg. evidence tha^^ 
the rate of Certain Idller diseases^-^like coronaiy disease, :has dimin-; 
ished^ considerably as a r^esult. Each of these fundamental changes . 
came about after; prevention research revealed the risk 'factors r-rer ^ 
search funded ofteri by the Government, the agencies represierited 
here today. . • V • > 

Now,; of course, we have major new industries ^ prospering from 
the clbiabges in public awareness, *aQd almost unanimous agreement 
among the medical profession on the importance of risk r^^ction. 
.This example of Congress, the executive branch, and the bUsiniss^ 
sector, all doing their job, is a success story that continues to 



unfold. These efforts, however, have been aimed at well, adult 
, people, people who can make choices. J 

I would like'to ask the one question that doesn't get asked often 
. enough around litere-^what about the children? 

What about prompting health for dependent, dev^lbpihg infainl^^^ 
who are inherently vulnerably, who have ho habits to change, who 
are not yet members of the market place? 

Government has a positive tple to play today in addressing that 
question. Thiat much should be aJdomatic. Look how profoundly im- 
munizations have cut down on' childhood diseases and disability. To 
take just one exanlple. 
• We have had something to do with cTuldren's health probably 
^irice the first White House Conference on Children, held by Wu- 
Uam Howard Taft, in , 1909. Th€ Social Security Act of 1935 fol- 
, lowed, then many Itodmark bills in the 1960's and 1970's, each ad- 
dressing some bteic health need of children. - 

These are! however, the 1980's. And while children continue to' ^ 
be children, the circumstances in which they live continue to 
change. Some of those changes are good: We know much piore 
^jaboiit risks to children and how to prevent them. Some arie bW:- 
W^ can't afrprd the old way of domg business. Some are truly 
frightening: Even more children, one in four, may live in poverty 
by 1990, depending on the economy. And, some are just facts of life: 
Families have changed, and will continue to change, profoundly^ 

These are the new social and economic realities inr America. I We 
5-^canJook upon them as opportunities, or we can sit back and wring ' 
our hands. . * . > \ / 

From my perspe^ive, thfi chance to. reduce infant mortality land 
morbidity, improve the oi^^erdll . development of children, reduce 
future healthcare costs by tens-of-millions of dbllai^ is too good to 
pass up. The fact that we can save billions in future dependency^ 
costs should serve to motivate us as well. In short, we can do igodd 
and do well at the same time. I - . * 

Today's witnesses will help us proceed in the right direction. Re- 
spected resefiu-ph scientists will summarize the latest /findings : on 
the physical and neurological development of infan^ind children. 
Amoiig the most iinportant points they will,make/£his morning are: 

For every dollar invested In one year of high quality preschool 
education for economically'* disadvantaged children, the, returns to - 
society in lowered costsrfor support services and higher worker prb- 
ductivitv total;$4:75. \ " / ' 

Nutritional supplements and health care during' pregnancy clear- 
ly help reduce the incidence of low birtK weight infants (low birth 
weight is the ieadiiig cause of neonatal mortality and disabiUt^). 

For every %\ spent on the special supplemental feeding program 
'for women, infants iand children, $3 is saved in hospitalization costs 
fot low birth weight babies. The savir/^3 are undoubtedly much 
♦-greater when long-term'^ costs of ca^'e for-disabilities•resulting-from-- 
Iow birth weight are cpuntj^ as well'. / - • 

Fetal alcohol syndrome is the leading preventaUe cause of 
mental retardation, ^nd it's the thirdi^eading cause of meintal re- 
tarfation overalL / I . • • ; ,7 

Studies^ how show that even moderate levels of alcohol consump^ 
tion. by pregnant woman can adversely effect the health of the 



etUs. It is impossible to set a "safe'' level of drinking for pr^ant 
women. . ' . i ,. 

As a regult of recent research, we can jipw detect emotional dis- 
turbances in infm'ts ias young as t^ months old. Such emotional 
problems, if left untreated, can significantly impair acha^!s-abiKty'^ 
to ' concentrate and learn, to control impuls^^^^d'to form and 
maintain loving aifd responsible human J?^ationships. 

Finallijr, we have agreed, in^J»psff£isan fashion, to hold to least 
seven more hearings, in Wgg^ngton and around the country in the 
next few months JWei^'^Siembers have expressed their interest in 
holding ^dd^nm hearings during the same period. Allowing-for 
budgete^^lmd scheduling constraints, we will do our best'fb honor ^ 
each^quest. The schedule will be printed as; part of the record. 
-^Mr. Lehman. 1 now call on, for an opening statement, the rank- 
ing minority member of our task force, Mt; Bliley of^ Virginia. 
Mr. BhiLEY. Thank you, Mr. Chairman; ^ • 

First of ^1, 1 would like to congratulate the mcgority for putting 
together such a fine panel of witnesses for our *he>ring today. We 
will hev from a variety of experts,' each representative of a profes- 
sion dealing with the prpbleins of infant and child health. Our wit- 
nesses come from within the administration and without, from the 
medical profession, research facilities, private foundations and a~ 
public intere^ 'group. Information of many kind will presented: 
medical, statistical, psychological, and economic. We will try to be 
equal to the challenge they offer. . ^ 

Before we begin, however, I would like to take the opportunity to 
point out a fact of which I am certain that the mfigority is already 
generally aware, that is, that the subject of prevention strategies 
for healthy babiels and children will not bo 'covered completely, 
even by these expert panels. Indeed, we all recognize that ade(^ate 
coverage of this subject matter would be difficult, if not impo^ible, 
in a hearing liasting only 1 day. - _ 

But the particular point-I intend to make is thaAth ere see nis to : 
be one important, area on which we have yet tcTfogui^ven after 
our discussion today; and that area is in ^ the realm of huipan 
causes. We might talk for bburs about the biology of the brain, the . 
development of the child in the uterus, and the nutritional require- 
niehts for the delivery of a normal healthy baby to- a normal 
healttiy mother. We cafi leanf about Gpveniment programs w^ ; 
seek ta supply the medical, nutritional, and; economic riee^ 
mothers and children. Yet, stilly there are some important aspefcts 
of the infant health problems which these omsiderations leave un- 
'- addresscid. - ■ ** ^ ■ ' 

liie most serious problem we do not address is teenage' p^^egnah- , 
cy. The facts are that the age of the mother and even her ;ma»ital 
. status comprise, along Vidth the medical indicators, signficiant fac- 
„ tbre^in determining the risk that she will pye birth to an un- 
/healthy bal^^Accordirig to the Joseph P. Kennedy, Jr. Foundation, 
/ a 16-year-old girr is twice ^ likely to give birth to a low birth 
w6ight or premature baby than is a motjier iri her twenties. ? - ' - 
Two-thirds of the 250;000 low birth weight babies bom annually ^ 
are not undernourished, but simply premature. Premiaturity is a 
haz£^d for which teenagers are at a significfitntly greater risk than 



other women. i\ccQrduig toi;he 1981 HHS Research Foruinon Chil- 
dren and Youth, premature births account for 70 percent' ofall per- 
inatal morbidity and mortality. . 1 

This phenomenon of adolescent pregnancy, then, is what I would ' 
• call one of the human causes affecting infant health. It differafrom 
a medical cause in that it is not the result of malnutrition, ill 
health, or disability but of the choices and actions of individuals. 

I am certain that few of us would disagree with the stateipent 
that young teenagers, whose bodies are not yet fully matured, 
should not be conceiving babies foiv whom they are neither pliys- . 
^ ically or emotionally prepared tD care." Yet they are doing just that, 

'and in greatef and greater numbers every year. 
/ Jt is with this particular fact in mind,' and its causal relation to 
the subject of our current hearing, thvip I, along with the other mi- 
nority members^ have asked t^^ of this task force for a 
second day of hearings on this same subject, and the opportunity to 
/ call our own witnesses at this time. 

I 'The chairman has agreed to our request and though the exact 
/ date of thos^ hearings has not-yet been determined, he has pro^ 
- ised that he will, do all within his power to arrange fqr the hear- 
ings to take place during the second week after gjir July 4th recess. 

I would like to t^iank the chairman for his cooperatioii in this 
matter, &nd I would also like to dellver to him at this time, in com- 
pliance with rule XI, clause 2, a letter from all of the minority 
members of the task force requesting these witnesses to be invited 
to te^fi{y/ 

If we genuinely share a- concern about healthy children, then we 
should look withdut bias at all of the causes of their health prob- 
lems. . ' • _ . ' 

Thank you very much, - " . • ' 

Mr. Lehmaj/. Thank you. ' . , * 

We will have this hearing. Mr^ Bliley will submit the list of Vit- 
npsses and we .will select those witnesses out of thajt list that we 
think will be most productive. I can assure Mr. Bliley that we are 
as much concerned about teenage pregnancy on this side of the 
aisle, and as personally as anyone cauld possibly he. Iir my own 
\area, 28-year^)ld griandmothers are not a rarity, and 'this is some- 
thing that I see as a very serious problem in our society. I asisure 
you my fuU^ cooperation. » , 

^ Mr; BuiiBY. Thahk you. * » . » 

Mr. Lehman. At this time L would like to- call on our hearing 
panel for th^ opiening statements, and I don't know whether each 
member has an opening statemenit, biif I Wbuld hope tliat one of 
you would haye the^ore or less encompassing opening statement. 
If you would like to, you can sununarize it for the record, and your 
full statement will be inserted in theTecord without objection from 
the panel members. 



STATEMENT OF EDWARD N. BRANDT, JR., ASSISTANT SECRETARY 
FOR HEALTH, DEPARTMENT OF^ HEALTH AND HUMAN SERV^ 

• ICES, ACCOMPANIED BY DR. MORTIMER' LIPSETT, DIRECTOR, - 
NATIONAL INSTITUTE OF*CHILD HEALTH AND HUMAN DEVEL- 
OPMENT, AND DR. ROBERT GRAHAM, ADMINISTRATOR, 
HEALTH RESOURCES AND SERVICES ADMINISTRATION ^ 

Dr. Brandt. Thank Jyou very much, Mr. Chairman. I am Dj. \ 
Edward Brandt, the Assistant Secretary for Health of the Depart- 
ment of Health apd^uman Services. I am accompanied this inorn- 
ing on my right by Dr. Robert Graham, who is Administrator of 
the Health liesources and Services Administraltion, ^d on my left 
Dr. Mortimer Lipsett, who is Director of the Naitiohal Institute of 
Child Health and Human Development of the National Institutes 
of Health. ' . • \ , ; ^ 

I will .^mmarize our opening statement and then' we will, of 
course; be available to. answer any questions that. you. or other 
members ,of the committee may have. , * ' 

The Pufelic Health Sei^ice and the Department of Health and 
Human Services are pleased to participate in this first hearing^f_ 
the Select Committee on^ Children, Youth, and Families Task Force' 
on prevention strategies^ We are gratified to note the emphasis 
that your committee intends to place on prevention. -As you -know,^ 
the Public" fleaith Service has long been an advocate of prevention^ 
and that theme runs prpirtinently through the programs and activi- 
ties of our agencies. i ^ . _ 

Before I turn to a discussion or^our specific .prevention activities 
jn child health, it would be helpful to place^r current ijiitiatives, 
which seek to promote ai|J protect the health of mothers aid^n- 
fantSi in the context of the broader Public IJealth* Service agenda 
•in health promotion and disease prevention. 

The roots of that agenda are to be found in I^eatthy People, the 
Surgeon General's lleport on Health Promotion and Disease^ Pre- 
vention. This report introduced a set of measurable goals for the 
improvement of the health of Americans iii^ch of the five stages 
of life. \^ ' ^ ' V ' 

Healthy People identified 15 substantive priority ak-eas within 
)yhich progress would advance us toward realization of our'goaJs.' 

The area of pregnancy and infant health embodies 19 specific 6b- . 
jectives Which are attached to my statement;. In the-maii^, these^oh- 
-jectives emphasize the "reduction of mortality in the period pur- v 
roundiilg birth and during the first year of liiFe. ^ ' 

Let's look briefly at some r^qpnt statistics. r ;*- * • 

There are 52 millioji women of reproductive age in this country. 
They Bad a total o^S.GTnillion live births and approximately 20,000/^ 
' fetal defi!hs in 1980. Included ah those numbers are at-risk groups: . 
The more than 10,000 babies born to adolescents under 15 years of ^ 
age; the over 24,000 infants born to women of 40^ years of age.^^4-, 
older; and those 46,000 women who fail to receive— seek— prenatal - 
care, particularly early prenatal care. 

CJomplete jnoiial% data for 1980 show that the infant mortality 
rate has declined to 12.6 deaths pfer 1,000 live births; however, the 
rate of 21.4 for Black infants is almost twice that for white infa'nts. 
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Provisional data for 1982 show a ftirther decline in infant mortal- 
ity to 11.2 jdeaths per 1,000 live births. We are welj on our way to 
achieving our goal set forth in 'Healthy People, and at the-cunrent 
rate we will easily pass that goal 'of 9 deaths per 1,000 live births, 
well b^fote 1990, ' ^* 

■ Improvements in .health care "and health status demand efforts 
extending far beyond fede/ally sponsored programs. The private 
sector of medicine and other health professions, business and in- 
dustry, educational, institutions, voluntary organizations, arid the 
-public are all involve^. We have joined with more than 60 other' 
groups concerned with maternal and infant health to form the 
^Healthy Mothers, Healthy Babies Coalition. . V 

•We know that multiple prevention factprs, *sucii as good nutri- 
tion, breastfeeding, early and regular prenatal care and abstaining 
from cigarettes and alcohol, contribute fo good infant health. The 
Coalition addresses each.of these Jft] even tion messages, stressing atr 
tention to high-risk women. - » I * , : , 

I wijl now address a number of Our Public Healtli Service pre- 
yentioti activities in chilJt health.. With .furids from the MdS serv-- 
ices block grant; all States are currently scree'nirig for pnenylketon- 
uria, pr PKU. ; ^ • o/ 

Our m^teniaV and child health program at the Health Resources 
and Services- Kdihinistratioh [HRSA] has targ&ted -special project 
funds to Elates with excessive infant mortality— and adolescent 
pregnancy— to assist the development of regionalized perinatal sys- 
tems. These project are. currently f&nded in 24 States. 
\. We are lindertaldiig a variety of activities aimed at -reducing Ihe 
prevalence of uridue lead absorption as .well as^evere lead poison- 
ing in children. ' V \ ' ^ 

In 1979, the inaternal and child health program established acci- 
dent and injury pVeventipn as a\high priority. \ > 
VTo assure transfer and 'application of these pfojecf experiences 
and results, three major activities, have been undertaken. In coop- 
eration with* the Committee on A^cci(}ent and Poison Prevention of 
the American Academy of Pediatrics, :a'"nationwide progrmn aimed 
. at reducing childhood injuries, ana poisdnings Has ''been developed. 
This program is augmenting tHe\AA?*s "First Ride/Safe Ride*' 
campaign stressing utilization of car safety carriers for infants. The 
injury prevention program launched on April 15, 1983, at the Acad- 
emy's spring meeting. • - \ . - ' 

The .Centers for Disease Control, in cooperation withJoeaTrhftilth 
departmentp in Miami,^Fla., an^^ Pittsburgh, P^,-4igralso &s^:^}c^ 
lished two injurjv prevention deindnatrati^ . 

EJach . institute at the National Ih^ti^ actively pur- 

su^ lK)th basic and appli^ rese^pdrthat shows promise of leading 
' to .methods ofprevenlingor^anie^^ - 

A', majofr and' contipfifig priority- of the National rl(>rftitute. df 
Child Health an^^Hmnan Develdpment is the reductj^al^f the inci- 
dence ^6flo35t.4Diith weight inf^^ The.NICHD i|-^5eking to identify 
biolngie<Kctors that predict- womfen at risk follow birthweight in- 
Jailfs, develop underatanding and strategies for prev^ting mater- 
nal behayior ^tjiat ^adversery affects fetal growth, describe the 
events precipitating labor, and finding ways of stopping premature 
labor. . \ • : . ■ 
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The District qf Columbia, iji conjunction with NtCHD, is Ibegin- 
ning an intervention trial to ascertain whether the totality of good • 
early prenataJ car§, ^nutrition, an3 the reduction of other fetal risk 
factors will reduce the percentage of low birthweight infants in the 
District. I " . - 

The Institute has completed an SVyear major researcW.study^f 
the cause of the sudden infant death syndrome. No single biologic 
factor was identifiedj Those conditions associated' with low birth- * 
weight also identify Infants susceptible to SIDS. , 

The shift in breastleeding from 25 percent in 1971 to 58 percent 
in 198! ha& resulted from tiie publicity accorded the- research find- 
ings that the constituTOts of human milk prevent diseas^^and pro- ) 
mote the well-being of vthe infant. * 

The 125,000 children born each year with nisgor congenital de- 
fects maiida'te a major research effort in this area. Research i» cur- 
rently directai at vaccine development for cytomegalovirus [CMV], * 
which is responsible foir defects in ^bout 5,000 infants yearly. A 
clinical tried of one of these vaccines is under consi 

^Xtib^^efects are three tiines more frequent in infants of diabetic 
women th^riVin infanfs or normal woman. NICHD is sponsoring a 
major ;climcal trial to determine whether careful control of diabe- 
. .tes before 'Conception and during the first trimester, when the ' 
organs develop, wll lower the incidence of birth defects. * 
• NICHD research has led to routine neonatal screening for con- 
genital hypothyroidism. Appropriate' replacement of thyroid hor- 
mone* now prevents mental retardation due to congenital' hypothy- 
roidism in about 1.000 infants annually. ' ^ 

Examples of research in prevention and child health in other 
NIH Institutes are:- 

Vaccine development to prevent infant diarrhea; 

Prevention of neonatal hepatitis; 

Prevention of late sequelae of juvefiHe-diabetes mellitus; ' 

Development of a safer vaccine for pertuSlB-^=3Khooping cougb^- 
and . a number of other things which are outlined inliiy-4;estimony^_^ 
Mr. Chairman. * . 

Turning to alcohol, in the last decade stucUes have yielded clecuf^ 
and compelling evidence that alcohol consumption during pregnan- 
cy poses a significant risk for the unbgrn child. 

It appears clear that tl>e irffcidence of fetal alcohol syndrome 
[FAS] in the United States is similar in magnitude to the incidence „ 
of Down syndrome and spina bifida; together, these constitute the 
leading known causes of birth defects with mental impairment. Of 
these, FAS^is uniquely preventable. 

Moderate drinking— for example, alcohol consumption at the 
level of tw(> ' drinks per day — is associated with decreased birth- • 
weight arid behavioral deficits. There is as yet no agreed upon defil- 
nition of a safe level of alcehol 'consumption during pregnancy. ^ - 

The National Institute on Alcohol Abuse and Alcoholism 
[NIAAA] is supporting 13 fetal alcohol research grants and antici- 
pates funding future research on effects-of binge drinking, mecha- 
nisms underlying adverse effects of alcohol on offspring, and Ipng- 
range development of children .bom to mothers who drank during 
pr^ancy. , » . 
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NIAAA's public education efforts include the development oiF 
|elevisioi\j radio, and print materials on the fetal alcohol syndrome 
and alcohol-related birth defects, alcohol problems iamong women, 
and alcohol problem's among youth. r 

Let me now turn to other childhood disjease prevention programs 
of our Centers for Disease Control [CDC]. Great strides have been 
made in preventing childhood diseases through immunization. 
During the last -2 years, record low num|?ers of measels, mumps, 
rubella, polio, diphtheria, and tetanus have been reported in this 
country. ^. ' 

Diabetes affects over a half million women of chrldbearing age 
and 120,000 children undergo years of age. In partnership with the 
States and other public and private organizations, CDC is involved 
in activities designed to prevent unnecessary disability .and prema- ^ 
ture death from iavoidable con;iplications of diabetes. 

Although tootK decay affects virtually every person in the 
United States, children are most vulnerable. Drinking optimajly 
fluoridated water from birth reduced dental cavities by approxi-" 
mate^y two-thirds. CDC provides* tiechnical assistance to State and 
locarheakh departments in initiating fluoridation programs^and in 
assuring optimal levels of fluoridation in existing programs. 

Tuberculosis in children— an indication of ongoing transmission 
in a community — continues to occur in the United States. A key 
concern is the fact that the tuberculosis incidence riate lias failed to 
decline among cHildren 0-14 years of age during the period 1976- 
81. From 1981 to 1982 the overall number of cases decreased by 6.8 
-percent; - however, at the present timie we do not ^ know if the 
number of cases' has decreased among children. 

Gpnorrhea, syphilis, chlamydia, and herpes simplex virus are 
consirered^the most important sexually transmitted diseases [STD] 
affecting children. In partnership with States and other public and 
private organizations\ CDC is involved in activities designed to 
redi^ce the risk bf STD infeciion>and related Qpmplications in this 
'vulnerable group. " \ 

In conclusion, Mr. Chairman, members of the committee, the 
health of our children has never been better. But the prevention 
programs of the Public Health Service lare still <5f highest priority. 
We mu^t continue to promote the benefits of preventive measures 
and positive. health practices, dnd we mi^st: continue to work to- 
gether. > X have faith *that we are fully capable of even greater- 
achievement in maternal, infant^ and child health. 

But reaching tpe goals we have set for . 1990 requires the collec- 
tive efforts of the entire public health community— at the local. 
State arid federal levels. Promoting and protecting the health of 
the newborn is ipiot only our responsibility, it is also the best invest- 
ment we can iriake in the future good health of the Anfierican 
people. / » * ' 

That concludes my statement, Mr. Chairman. I and my' col- 
leagues will be 4glighted now to try to answer your questions; 

Mr. Lehman. Thank you. Your full statement will be inserted in. 
the record, or any statements of your colleagues as well. 

[Prepared statement of Edward Brandt follows:] 



P^ARED Statement op Edward N, Brandt, Jr., M.D., Assistant Secretary for 
Health, Departmei^t op Health and Human Services 

Mister Chairman and Mfembers of the Committee: It is a ple^asure to-participat 
the first hearing of the- Selefrt Committee on Children, Youth and Families»Task,, 
Force on Prevention Strategies/ I: anracCprrfpanied this morning by Diyllober^ 
Graham, Adm"^iiiistratoi? of the Health R^Wes and Services AtJ^fninistration; and 
Dr. Mortimer Lipsett^Director of the National Institute of Child /Health ahd Human 
Development, National Institutes of Health. |; / 

Tl\e Public Health Service and thie De^rtment oJLHealtK andJiuman Services - 
are gratified to not^the emphasis your Committee Intends to-pjaro on prevention. 
As yOu know^the PubTtc, Health Service has long been an ad^ate of prevention, 
and that- tl^eme runs prominenily througli the programs apdlactivities of our agen- 
..cies'. ' .v*. -■''■^ I \ " 

Before I tarn to h discussion.^f our specific prevention activities in child health; it 
would be helpful to place our current initiatives, which seek to promote find protect 
th« health of mothers and infants, in the context of the broader Public Health Sery- 
ic0 agenda in health promotion and disease prevention. . / . " T « 

The roots. of that agenda are to be found in^ Healthy People, the SurgeonrGeriier- 
al's Report on Health Promotion and Disease Prevention.; Thisj^port introduced a. 
set of measurable gbals for the improvement of the health of ^^er leans ]in|^each of 
the fiye stages of life. Two of those age-based life stages encompass America's chil- 
dren. Our goals for 1990 are to reduce the level of infant mortality by 35. percent to 
fewer than 9 per 1,000 live births, and, for children ages 1 to*14 years, to reduce the 
mortality rate by 20 percent to fewer than 34 per 100,000. i 

In addition to articulating these goals. Healthy People, identified 15; substantive , 
priority areas within Avhich progress would advahce us toward realization of our 
goals. While a number of these areas, such as immunization, smoking control, nutri- 
tion, and alcohol'' and drug misuse prevention have significant implications for the 
health of mothers and chifdren, the single priority most immediately and uniformly 
relevant to our areas of mutual concern and interest today is that which deals with 
pregnancy and infant health. i ' . 

The area of pregnancy and infant health embodies 19 specific objectives which are 
attached. Iji the main, these objectives emphasize the reduction of xhortality in the 
period sofiabiinding birth and, durinjg the first year of life. Other objectives seek to 
reduce Ihe ihcidence of such problems as neural tube defects or fetal alcohol syn- 
drome; reduce the rate of maternal mortality; and reduce factors which pose risks to 
the wel ljbeing^e finfants^uclt-as-low-birthweight. - - p 

LetVlooK driefly at some recent statistics. i / 

There are 52 million women of reproductive age in this country. Th^y had a total 
of 3.6 million live births and approximately 20,000 fetal deaths in 1980. Included in: 
those numbers are at-risk grolipsfthe more than 10*000 babies born to adolescents 
under 1 5 years of age; the over 24,000 infante born to women of 40 yeirs of age and 
older; and those 46,000 women who fail to receive (seek) prenatal care, particularly 
early prenatal care. " • . t * ' . ^" 

Complete mortality data for 1980 showahat the infant mortality rate has declined' 
to 12.6 deaths per 1,000 live births; however, the rate of 21.4 for Bl^ck infante is 
almost twice that for white infante (11.0). More than two-thirds of these deaths oc- 
curred to infante less than 28 days old. Recent studies attribute much of the general 
decline in infant mortality and especially in weight specific mortality rates to ad;, 
vances in technology, regionalization of^mjitemal and- newborn servitfea^^the provi- 
sion of risk-appropriate care, and changes in life style. Provisiona)^data for 1982 
show a further decline in infant mortality_to^ll.2 deaths per 1,000 liye births. We 
are well-on our way to achieving our giM - ."^ 

^ A variety pf socioeconomic conditions and long accepted attitudes bear upon the 
health conditions of mothers/ and children. We are certain that changes in habite of 
eating and drinking, improvemente in nutrition and availability andjuse of proper 
prenatal and intant care can bring about significant, even dramatically positive 
resulte. ' ^ { * 

Healthy mothers, healthy babies ■ ' | 

, It is important to note that improvemente in health care and 'health status 
demand efforts extending far beyond federally sponsored pro-ams. The private 
sector of medicine and other health professions, business and industry, educational 
institutions, voluntary organizations— and the public— are all involved. We have 
joined with more than 60 other groups concerned with maternal and infant health 
to form the Healthy Mothers, Healthy Babies' Coalition. Dedicated to helping .contin- 



. ue the downward trend of infant mortality in the 1980s, the Coalition recognizes 
that by joining forces we^ian more effectively infhiencfe health care pr6fessionaIs to 
counsel their patients and encourage pregnant women to practice good health 
habits. We know that multiple prevention factors, such as good nutrition, breast- 
feeding, early and regular prenatal care and -abstaining from cigarettes and alcohol, 
contribute to good infant health. The Coalition addresses each of these prevention 
m^ages, stressing attention to high risk women, through educational programs 
and strategic jointly developed and implemented. For example, a national Effort to 
encourage, physicians to counsel their patients about breastfeeding is being coordi- 
nated by the American Academy of Pediatrics and will be implemented by many of 
tpsP?^*^*'^." members, including the Public Health Service^ USDA's.Food and Nu- 
tfitton Service, and the American College of Obstetricians and Gynecologists. 
^Thd National Center foi- Health Statistics recently completed the 1980 Natiorial 
Natality Survey and' National Fetal Mortality Survery. These surveys were desig- 
nated to investigate a wide variety of factors believed to be associated with pregnan- 
cy outcome and infant health. Preliminary data from these surveys are nov9 availa- 
ble. The findings suggest that women'are becoming aw?ire of health risks in preg- 
nancy and are altering their habits to diminish the risks. 

I will now address a number of our Public Health Service prevention activities in 
child health. ^ v . 

With funds firom the MCH Services block gVant, all States are currently screening 
for phenylketonuria or PKU. We are ^ble now to detect cases of PKU and Institute 
successful dietary treatment to avoid the mental reta|riation and possible institu- 
tionalization associated with the coiulition. 

Our Maternal and Child Health program at the Health Resources and Services 
Administration (HRSA) has targeted special project funds to States with excessive 
infant mortality (and adolescerit pregnancy) to assist the development of regiona- 
lized perinatal systems. These .projects, are currently funded in 24 States and their 
activitit : ar« now being integ'rated with MCH service block grant programs. The 
coihtinuation of services and the decline in infant mortality indicate that these IPO 
projects, along wit\iother factors, have had positive results., ' * • 

With respect to t>te serious childhood lead poisonings, we.are undertaking a vari- 
ety of activities aimeff at reducing thfe prevalence of undue lead absorption as well 
as severe lead- poisoning in children. *To achieve this goal, we have prepared and 
disseminated informational and guidance materials to the State health agencies; 
identified research^ needs; and funded studies to increase the cost-effectiveness of 
lead screening, to simplify the diagnostic procedures and to reduce the dangers of 
chelation therapy. The Centers for Disease Control (CDC) provides technical assist- 
ance to State programs for the prevention of lead toxicity jn children and monitors 
the impact of lead in the environment on lead blood levels in chil^iren. 

Another prevention effort of vital importance to infants and children is that of 
accident prevention. In 1979, the Maternal* and Ghild- jl u alUi pio^iam e atab tished- 
accident and injury prevention as a high priority. Three projects of regional and na- 
tional significance, targeted on ^injury prevention in childhood, were established 
with the State Health departments of California, Massachusetts, and Virginia. 
Working closely with both the priyate health sector as well as .the public health, 
agencies, the projects have provided significant baseline data on the eftidemiology of 
childhood injuries, developed and tested a variety of intervention strategies, estab^ 
4ishe(i some models for community-based injuiy prevention programs, and developed 
technical assistance tools and educational materials to translate the findings and re- 
suits to health care providers In private practice as well as community health, set- 

• tings. . ^ ^ 

^ To assure transfer and application of these project experiences and' results, three 
m£yor activities have been undertaken. In cooperation with 'the Committee on Acci- 

0 dent and Poison Prevention of the American Academy of Pediatrics, a .nationwide 
program aimed at reducing childhood injuries and poisoning has been developed. 
This, program is augmenting the AAP's 'Tirst Ride/Safe Ride" campaign stressing 
utilization of car safety carriers for' infants. The injury prevention program 
launched on April 15, 1983 at the Academy s spring hieeting is designed to assist 
pediatricians with accident prev^;ition counseling and to identify families at great- 
est risk. . * 

' T6e Center for Disease Control, in cooperation with local health departments in 
Miami, Florida, and Pittsburgh, Pennsylvania, has also established two injury pre- 
vention demonstrations..These comprehensive community injury prevention demon- 
strations seek to reduce the disability and death caused by injuries to young chil- 




Health promotion and education contributes to improved health of babies and 
children. For example, CDC has worked closely with such priyate organizations as 
the National Center for HeiUth Education and the American Lung AsspciaU^^ 
deVelop.and encourage ;schools to adopt high quality school health education 
proaches in the primary grades. In nutrition, CDC monitors-the nutritional status of 
high-risk children in 32 States and pregnant; women in 18 States. This surveillance 
information allows States, to target nutrition programs on. the maternal and child ; 
nutritional problems they direct: I , . 

: , RESEARCH ACnviTlES " . 

Each Institute at the National Institutes of Health actively pursue? both basic 
and applied r^earcK tj^at shows promise of leading to jnethods of .preventing or 
ameliorating diseases, with many new and excitingTmdings occt^ring in the areas of 
child health. However, the Niftiorial Institute of Child Health and Human Deyelopn 
menjt (NICHD) has the primsury'^respo fo^ research in cluldhood, 4^^ 

■ \PngrMncy, bii^h ar^^^^ : '--I v ''''-^ ''^ '/^^ 

A nifiubr and i»htin^^^^ reduction of this ipdderice^^^ o^^ 

'' '' lowlbirthWeinht infants. Because there i^^ M^excds of yeiy ^low birthwe^^^ 

(under 1500 grams) in this coiiritiy— a groupj.which>cc6uht8 for tiie higher penna- 
talmortality— the NIGHD is swkihg to idenWy biologic .factors tl^ 
at -risk for Ibw birthweight infants, develop uhdiera^ iaiidfstrat^es' fof ;*pre-^ 
venting maternal tehayior that adversely: afftfts fetcQ ■ growth, d eywts 
precipitating liabbr,^and finding wiyjrs^ I ^ i ^ L ili ^ 

, A noteworthy ' rccehtSriridihg! is the! first report qf a suteUmw p^r^ 
fetus that signals the; onsiBt of (uterine cqntrtictioM^^ 

dence Chat bacteria i mayliriitiatejabof ; through a similar i mechanism, WOTD; lias 
initiated a clinical trail of treatment of women wth ajpfparently minor : iitf^ 
the maternal geriitb-uriliSry? tract in hopes of determining tf treat^^ 
fections will prevent premature labor. In addition, the District of CplumM^^ 
junction j with NICHDi is beginning in intervention trial' to ascertain ^ whether tiie 
totality of good !earl/prenatal ciuie, nutrition and the ^reduction of other fetalltisk, 
factors will rediiw , the percentage ofjow birthweight infants in the lMstrirt. . ; : 
. ; r Researchers have used wiimal inodelsi to understand the:maturaUon:of Uie. fetal 
\ lung and the synthesis of surfiStant, a-substance: in the lurigjnecessaor' to p 
\ the respiraCbry distress syridronio' (RDS) of infants with its attendant ; disability, and. 
death. raSfaffeWs some 40,000 ih^^ resultiof these stud^^^ 

predict lung 'matiiril^ is available; we have a treatment to; accelei::ate thiB^^ wnthesis 
of\surfactant during the last stages of pregnancy; arid huinan surfactwit has been 
used recehtiy in infants to treat RDS aiid prevent disabling aepuelae, ; ^ i 
• Our ability to promote the^:8^ ahd^ riormal growth of uifantsju^^^ 
'■ Munds resuUs from re«arcK on nutrition, pulmonaiy p 
needs of these infants: Much needs i» be done here smce sur^iymg inf^te often are 
mentally retardwJ and have other disabilitie8.r . ;: • U^! j : > ' ' 

The Institute has completed an eight-year miuor research study of . tiie caiTO; of 
the sudden infant deatii syndrome. No single biologic factor was ident^ied^ Thow 
conditions associated with low birthweight, also identify mfants susceptible to Sire. 

\ Nutriiipn ^ ^ ■; " J ,) - ' ' "1 ■ .' ■ .' ■\:^[[ ' i:J i.;-.::': 

: Through ultrasound research on animal models it haff been shown that even 
minor prptiin deficiencies during fetal development can produce changw m behav- 
ior well after birth. .1 " .^:.i.-\ ^ ^ . vAdi il ' i 

\ ' The shift ini breast feeding from 25 percent m 1971 to 58 percent m 1981 has;rer: 
suited fromnhe publicity accorded the research findings that the consUtuei^^^ 

. ; human milk prevent didease arid promote the well teing of the mfMt ^; { ; ] t * 
Because the nutritioifal needs of the growing child and the p^chologic and sanov 
environmental factors that determine food preferences and eatmg habits in adiUt 
life have not been completely defined, NICHD is assessing food preferences in early 
chiiahood with the goals of promoting a healthy lifestyle with respect to nutrition. 

Congenital defects '[''■■', 'v "'^ : • ■^ ' ^ 

V The 125,000 cWldren bom each year with miyor congenital defects mandate! a 
mfidbr research effort in this area. Researoh is currently direcled at Vi^ 
ment for cytomewJovirus (CMV), which is responsible for defects m about 6,000 ii^ 
fants yearly. Experimental" models of congenitol CMV disease are now available and 



experimental vaccines .are being readied for testing. A clinical trial of one of thedb 
vaccmes is under consideration. . > \ 

Birth defects are three times more frequent in infants of diabetic; women than in 
iJ?tS?J?.?^ normal women even if diabetes is* well controlled aftei* iriid-pregnancy. 
NICHD 18 sponsoring a m^gor clinical trial to determine whether careful cbritrol of 
diabetes before conception and during the first trimester, when the orglfis develop, 
will lower the mcidence of birth defects. . 

Between weefks 4 aftd 9 of prwatal life is the period of maximum sensitivity to 
viral disease, poor nutrition, drugs, and toxic substances. NICHD^rweatch on en- 
zwnes that metabolize drugs and toxins has the potential of predicting those women 
whose infants are at greatest rislUbr fetol defects due to exogenous substances. 
Mental retardation - i . ' ^ 



. xTi^JSr.'^"^^®"*'?" olSnental retardation has been a m^gor goaroT the NiCHD 
?"V*j2 T^search has led td routine neonatol screening for congenital hypothyroid- 
ism. The condition is difficult to diagnose clinically daring the first three months of 
' lire when toatment is necessary to prevent ^ mental ;retordatj6ri. Appropriate W 
. placement of thyroid hormone now preypnts mental retardation due to cohBenital 
. hypothyroidism in about 1.000 infants annually. . ' '-- rV' 

NICHD-funded reseaiich in the behavioral sciences has made it possible tb assess 
(»ptral nen^ous system function~vei7 early Thus.- infants at risk fpr mentel 

retardation, can be identified and treated with specially derisetf stimulation- pro- 
grams to preventisome of the sequelae of mental reteniatioh. Such programs are 
*s^po8Sible^b^use.of eariier NICHO^ research showing that intelligence can 

, ^ ntiodified and that-training programs ^can preventisome of the maladjustments of 

• persons with mental retardation. ^ : 

The m^'or effort in prevention of nientel retardation still lies in the realm of fun-' 
damental. neurobiology. The orderly development of irairi neufo^s. the itJechanism 
py which appropriate, neural interconnections occur; the metebolic needs ofJevelop- • 
. i.*^ nerve cells, andfthe rtole.'Of environmental substances and processes, ai^ only a 

• few of the research areas under interi&e investigation 'fflS^ported by NIGHD. 

^ ChiUf-development ^ , ■ \ 

The ni^or conc6niForNICHDin-this-broad area is A de&rmine how4)iolo^ical. 
peycholMfical. social, and environmental factors interact in the development of 
nornjal behaviQr and to identify those factors that prevent or interfere with such 
development ' 

THe Institute supports iavestigatorrf studying the development of risk-taking be- 

• havior m older children, including identification of psychosocial factors that lead to 
attitudes or behaviors- in children that. endanger health or safety ;^'The preventive 
aspects of this research thrust are of high priority si neb accidents remain a mcgor 
cause of morbidity and death in children. Equally imfwrtant is the prevention of ' 
development; of lifestyle behaviors such as' smoking' and alcohol and substance 

, abuse, that have negative influences-on lifelong health. • 

. . and-alTective adjustmertt. and the factors that impede the acquisition of speech. Ian- 

, guage. and reading. ^ ^ - 

: i Examples of research in prevention and cliild>iiealth in other NIH -Institutes are: 
vaccine developiiient to prevent, infant diarrhea; prevention of neonktal hepatitis; 
prevention of late sequelae of juvenile diabetes mellitus; development of a safer vac- 
cine for f pertussis (whooping qough); prevention of nfeonatal ocular infections, a 
Mu» of blindneM; a test f©r geritial Jierpes to prevent exposure of the newborn 
,.dunng delivery; development of methods of enzyme replacement in metabolic dis- 
earos assoaated with mental retardation; ^cTresearch on prevention of tooth decay 
. and penodontal disease. V " ' . 

I will now briefly describe some of the child health research conducted by the Al- 

• cohol, Drug Abuse, and Mental Health Administration: 



ALCOHOL AND CHILD HEALTH 



In.the last decade studies have yielded clear and compelling evidence that alcohol 
consumption during pregnancy poses a significaiit risk for the. unborn child— with 
consequences mcluding increased spontenous abortion. .'diBcreased birth weight, 
major and mmor birth defects, and mental retardation. Some of the effects occur in 
children of alcoholic mothers, and others occur in children whose mothers drink 
moderately during pregnancy. v 
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i . Ip the iUmtedi States^ the incidence of th'e fetal alcohol syndrome (FAS)»^a speafic 
• •n cluster of severe and irreversible abnormalities— is conservatively estimated at 1,800' 
. ' to 2,400, birtiis a year/ It appears 'cl^^ thiait the incidence of FAS in ;the U.S. iS:S 

■ ■ i i lar ' in ' magnitude : to : the incidence 6f i D5wn ^dronie » and spina bifidar tc^ethe^^ 

these TOristitute' theiea with' mental iihpainnent 

: :^ Of thero; FA& is ,uiuquely p^ incidence of a'brdad range of other ad-r; 

i ^i-i viBMe^jalcSihol-related outcomes is liiahy times higher; ^ : - , ^ yyf^-'^fi* v: • ; K 
'■f'' 'Jt ;is:clear that women who abuse alc6holj:during pregnwicy plac^ themMlv and 
' their offsiiring iat aTsube^ for'a wide fange;of adverse perinatal and neona- 

tal occurrences' find outcomes. Moderate drinkijig---for:examp^^^ 
^ Ttipn at the: level of tyvoi drinks; per day-Ms jass^ . , 

■ ] aiid belifivibrid deficitdi lii^^ 8p6ntane6iiB.abortions hiave alsp been observed for v. n-i -(irj 

i '■^■L'_ij-r-Lri_"_^ J«>Sm1>'«'' MAw'<^B~*f i.'nViAMk ler-aa' vot nn 'a<rrOAn'' •■.'lir 




elmotherymilkii.:;-;/-^^ ;j 

- want to ;emphM Ghahirian: (l)nhe; deformities,; retet^ 

\i : i ieUiuhg aiMbilSa^randi other lero ixfahifestations; of [aldbhol cohisitunptiQri on oiir : 

I ; ^fflspririg^eiahf^ <n'ialiMhol;cpi^ y 

i;) i ^Ire^ihdependeSt ^bf(^ ' ve^blM j indudmgj 

P sm^^ drug'UseJ:Sr'*M-:'M'>^r;' U :^^H;n'M''\^H'^'i"r'^^U"i- i^^^ 

i i ^ ^ • T^^^ gained^ver the last .decade on i : 

tr*^ the ■efifettio^^^ consumption during pregnancy has consisted: off(l) continued ; 

t) t.' wa^ public eaucaUon,:M^^ 

: • '^Xt^?^^ time^ the National Institute on Alcohol Abuse: and iUcoholism 

! : ' -(NIAAA) is w fetaj ^ alcohol research ^grants and anticipatesL funding , ; 

• ' future research on effects of binge drinking, mechanisins uriderlyi ; 
; ^ of alcohol !oniqffsprihg, imd 16^ development of children bprh jto mqthers who : 

r P : mclude the development of television, radio, and 

P' ' rint materwls on the fetal alcohol syndrome and alcohol-related birth defwjtsijalcQr 



We have approache<) health Care prdffessibnals to keep them-abreast of the most j 
recent knowledge iiii a variety of ways— among , them, bieaic professional , edurauon^ 
continuing, alucation. profMsiohal ' joumials, iprofessiohjal associatipn8;: and: direct 
' cpmmuhicaUbn. A^urgeon General's Advisory on the risks of alOThol ooM^ * 
during pregnancy iwais issued that summarized sciehtifiCi.knowledge about these ; 
risks and urged physicians arid other health: professionals' to advise pat^ 
pregnant or considering pregnancy not to drink alcoholic beyeragesf TOe^A^ 
i WM published as the lead ar^ FDA Drug Bulletin, which ;is distnbuted to 

i ■ almost bhe million physiciaM : ? 

;■; Mental hedith M-v' ^ !• ^ i : V : ^ -'i'^ \\ ^1 oi[ 

' Over the ipMt two decades the National Institute of Mental iJIealthJNMH) has ; 
supported ax^d riw^e of research related; to imder^tanding the etiology ^ of ment^ 
illness and Irobilitatirig einbtibnal problems. Some of thesetlinesi of research 1^^^^ 
to the development of programs to demonstrate: that specific; and timely ui^^ 
tibris: could prevent! emotional problems from occuring^or induce their um 
efteclB when they db occur: Prevention programs areaderitified:as.those imtiated at^ 
the earlies prossible tinje either in^age or inonset of symptoms. Thus, man^ ^ f 

preventj^ mterventioh pn)gram8 hav^ infants^ and young chudren. iff i ) j?| 

, Recent reseacph funded by NIMH hMi shown that the threat ^^p^ 
and effective development by ipreihaturity can be greatly reduced by pr(«ram^ihat ■ ^; j |;| 
emphasize crisis counseling for parentis, ahd facilitation of parentrinfant contarts in. p 
the nursery. With* th^ technique, it hais been shown that by brie y^ no significant i ■ ; ; } y 
differences are shown between pre-term and fulUerm infcnts- ; or ;^ . ^ ;^ ; i 

Cuirent research in the NIMH Intramural Research Program is renning^tech- 
nimie to predict which infants in; high risk ifamiliw will be most vulnerable to 
mental' deficits^ as well as techniques mcpt effective in preventing negative outr ; 
comes, particularly among infants wfth adolescent mothers. ; ; , r ^ " 

Loss of parent through divorce has been shown to increase the incidence of chron-t - 
ic deprMSion and dysfunction in children. The NIMH haa^in the past decade devel- 
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fS!i\"i!?^^ marit^ counseling aimed at resolving marit^ ifTer. 

^^^divJm with the problenw their chUdren enc»unter when 

» . ■ . ■ . • ■ ' ' ,t ^ ■■■ " 

DISEASE PREVENTION ACnvmeS . (* ' 

,»«I^V^*'^^®**il*T^'^™°'^® in preventing childhood diseases through immunir ' 
»t!on-,P«nng.the,lMt two years, record low numbers or measlM. mumps, rtibella. 
polio, ^phthena, and tetanus have been reported in this rountry; The opwrtS 
for further advancement toward , the elimination of ruBella and its life tfireatening ; 
ifS.'i^qwTK'- ™be"?jyndrome. is at hand. Vaccination strategi^Sf 
f5w •'"veprevented epidemics of rubeUa and should elimihatTm^or con- 
genital defects due to matenuU rubella.. . ■ [.^l-] 

.1 Diabetes in chitdnn ■ ■ * ■ ;j 

Ar^f^J'^?^ hal.f'nillion women orchildbeMing age md 120.(W^ 

dren under 20,years of^. to^^ the States Mid other itaibKciSd 

SSrS^^fS'^^**''^:^ ** ^^^"^ in >otivitjeri desigiied to w»yent-uRnS5v , M 

• .chsability and prenftture death fhmi:av6idablerc(SmpU<»tij^^ 

elude |«tient education ; for the jjivenUe dial^tifi^SK^nt pfeS *' W 
^°™SS>* P'i^'^l" ^"lif"' initJatioT^screeriing pr^n^'^^u^ > 

morbidity and mortali^ in the newborn through early identiflcktiSi refen-tS^ ' 
proi»r care of women who develop diabetes dunngprepian(qr ^^^ •. • i' 

' . Dental diseases ■'■ , '■' ■ ['^ ■■'■*•■■;;.! 

Although .tooth decay affects virtually every pferson in the.United States, children ' I 

• f^TJ.h^i^'^f'^- fluoridation of community water supplies is th^cSS 
w^r fS^S.^L,?ill'!r**?"i caries, Drinking 'optimallyfluoridatS 
jratcr from birth. reduces dental canes by approximately two-tWrds. CDC provides 
technical asswtance to. State imd lpca^^ 

praams and in as^rmg optimal levels of fluoridation in existing pro-ams. ' 

TubercitJosis in children-r-an indication of ongoing transmission in^'a communi- 1 
ty-contuiues to occur n the United States. A key concern is the f^ tha?X tu- : 
berculosis -incidence rate has faUed to decline tunong children 0-14 veara of X • 

we^ by S.S perc^ however, at the present time we do not know if the number P 

198l^d^8^ to'^ qfi'f'!! '•^'^i'*"- Congr^ appropriated funds in Fiscal Years .. 

^ u *2 and large cities in dealing with these problems. These 

f^. ^"Jf ^ ^ pnmanly for the employment of outreach workers to de, 
tw in^i^ supervised therapy to patients-especial ly children-and to ensure 
tjjat rapid exmrnnation and preventive therapy are provided to aU close contacts of 

newly repoijed infections cases, again with special emphasis on children under 1^ 
jTears oi age* , ■ ■« ■ 

Sexually transmitted diseases 

fk9^'"7'?^' chlMsydia. and herpes simplex virus (HSV) are considered 

the most important sexuallv transmitted d&eases (STD) affecting chUdren. In par^ 
nership with the States and other public and private organizations. CDC is involved' 
in Mtivities designed to reduce the risk of ST*D infectiSi^Sed^mplSM : 
ih ttas . vulnerable group. By emphasizing proM^ 

Sh^cI f^-iP*; .timelyVeferral fer e5camination of sexuTpartners to , 

transmission in the community, we have an opportunity to reverse 
v^rStfJ'^^^. ""^t in^the^ number of congenital JorKlis casei. under one • 
y^ of age. , CDC is currently developuig a national neonatal herpes surveillance 
^m to detennuie the extent of the pi^lem and deVelop proper ^wentioh strat- ' 
^™„,S*S-J*V^.!f surveillance will become a r^aSitywhVn technolS i : 

advances lead to the development of a less costly laboptoiy &agnostic^^p 

. - . CONCLUSION^: • ' ' ' ' 

f u?S,ki^S? ofoMg children has^ never beeu better. But the prevention programs of 
Jk! M-ffo"'^"' ^T*** ^ still of Ughest priority; We mi!st continue to^romote 
r'^il'^ preventive measurM.anTpositi'Ve health practices. And we mlist con- 
tinue to work U^ether. I have faith that we are fiilly capable of even ^ater 

• Si&JqoS* Maternal. Want andiiAild health. But ^aclSg the feoatolwVtove 
set for 1990 requires the collective efforfe-of the entire pubUc healUi communi(y-at 



the local. State ofFe Jeral levelg. Promoting and protecting thfe health of the new- 
'born is n ot only our responsibility, it is also the best investment we can make in the 
future gooS health pf the. American people. - 

A ^ ■ ■ ■. . 

Pkecmancy AND Infant JIealth Objectives - ' . 

\ IftPROVED HEALTH STATUS 

; ; a. By 1990. the National iW mortality rate (deaths ies "^^^ , 

I of aee) should be reduced to\no more than 9 deaths per 1,000 liv* births, ffn 1978, 
the^fant mortality ratel was U8 per i;000^^^^^^ ^ , „ ,„ „ u,„i, 

,* ; b. By 1990. no county: and no racial or ethnic group of . the populaUon.(e.g..l)lack, 
i i Hispamc. Indian) should : have infant , m^^ ''^ u^'^^^N^I n d 

' ; 1.0«4.;births. (In 1W8; theTnfagt ;n>qrts^^^ '^'^-T'^^'Jf^-r^ iq 7 S^^- I'ooo 
•:.-live'births;:for:blacks 23.1 per 1.000 live births; AmenCan Indians 13.7 per l.OOO . 
-V ■births; ;ratie: for Hispanics is not yk availabte separately.) • . . . _^ . • 
^ ° c/By 1990. the ; heohatai; deat%r«te (deaths for ^1 ^nf«nt8 VP; 28 daj^ old) 
i- ihould'bel reduced to ho- more thjb ,6.5 deaths per 1.000 live births. On 1978. the 
l;'neohatal;dMth rate wi? 9.5 per 1^^ ; i. v - — 

' By. 1990; the pennatal death 1^^^ be-redured to no more than 5.5 per 

; . l.OOO.jan 1977; the perinatal death rate i nA nnn lii,;. ki^Ko 

i & By^a990.ithe miterhalmortality^^^^^ per 100.000 live birthj 

' ; ifor any countv.or foriany enthnic groilp Ce.g . black. KtoMic.AmenMn^I^^ 

1978 fte ove^ll ro^ 9.6-the rate\forl)lacks was %(^. therate forwhites was 
i;:"6:4.'th^^^^^ 

^:^Hf:MSS!?rte:incid^ 

V live WrtlM. On 1979. thetate was 1.7 per l.OOOi) ' , ... . . ^ ;„ = 
"i^ Byil996; Rhesus hemolytic disease of the newborn should bereduced to below a 
: ' r^^ri:3 t)er.l;000 live Uirths. On 1977. the Vate S^}-8 pf^'ljOgP^U .• ■ „, . 
■ : KiBy 1990. the incidence of infants bom wth Fetal Alcohol Syndrome shouldje- 
rediiS by 25 percent. (In 1977. the rate was 1 per 2.000 births or approximately 
^ 1.650 cases.) ' • \ ■ • n ' . ^ ' 



'■ . ' . REDUCEO) RISK FA<iTORS . , t' 

V i; By 1990. low birth weight babies (2.500 CTams and under) should Miisfltute na 
more than 5 percent of allTiye births. (In 19f§. the proportion was 7.0 percent of all 

'''Sbv 1990. no rounty and no racial or ethnic group of the I»P"lf<?o|?2!f 
Hwwiic. American IndiaiO should have a rate of low birth weight infants (prMoa- 
iurlS^horri and &-for-age infants weighing less than 2.500 Pff > 
TOiSnt oVall live births.l^n 1978. the rate for whites was about 5.9^percent. for 
EE about eFpercent, and for blacks abftut 12.9 percent; rat^ for Hispanics are 
nS y^ separately available; rates for some othfer , nations are 5 percent anjjw^) 

k. By Wo. the majority of infants should leave hospitals in car safety Carriers. . 
(Baseline data unavailable.) .. . 

INCREASED PUBUC/PRoipESSIONAL AWARENESS 

1.' By 1990. 85 perceht of women of childbearing age sh<>"W,beable to chooro jwds 
wi8eW^(8tatfe spJSal nutritional needs of pr^gnanq-) and "nde-^/ 
Sing-, alcohol, pharmaceutical products and, other drugs dunng pregnancy and 
. lactation. (Baseline data iJfiavailafale.) 

improved''services/protecti91j 

mi By 1990; virtually all women arid infants should be served at levds awropri- 
atTto their n^sed by a regionalized system of pri.mary s^ndaiy and tertmry care 
fj? prenatal, maternal Sfd perinatal health servic^ i^tv2i^n^i"^ ^ 

m^eW^ ?S«nt of American Indian mothers received no prenatal care 

during the first tpmestor^percent of Hispanics'is. unknown.). fetus" with a 

o Bv 1990. virtually all pregnant wopien at high risk of having a tetus wiui a 
cpnditL diakhwableln ute^^^ 



^niocentesis and' orenatal .diagnjwis, Well as theraRy as • indicated. (In l&Ts' 
about aOMrcent of women 35 and over receive^ aipniocCntesis. Baseline data are 
unavailable for other high nsk groupG.) • i 
, P' By 1990. virtually all women Who give birth shoulli have appropriately-attended 
N safe delivery, provided in ways acceptable to them and their families. (In:1977. less 
^^w3u ^^f?"u ^'^i^ unattendedjby a physician or midlife. Furthermore; . 
of birthswhich are attend^ by a physician' or midwife, ah unknown share are not^^ 
considered satisfactory by the women or their famili^J ^ ■ / -v 

. ?; \ l^^O' virtuallv all newborns should be prodded neonatal screening 4<fr mete- - 
bQlie:dworder8 for Mc|iidi e^^ and efiicient 'testd fi^nd treatments arl av^lable 
w;^; «^ (Ih 1978. aliput 75 percept of newWs 

^Irlt ^^tt^l^^x '^^^^^ hyppothyroidism in the 

early 19jj|p. with the rate now rapidly increasing.) / . 

^ ?>[^.^' ^rtuaia be able to participate in primary hw^th 

/are^tfait mcludes.well child^care: growth developmeS 

scBcening. dia^osis and tr^tmenf Tor. conditions requiring specialyServices:* appwSP ' 

regardmg^utnUon. auto^^^ 
cident8su6h;aa poisonings. (Basel&e aata uriava^^ . 

^^^^ ■ ^ 

«?ir ?k ^* system- ^ouW be in place for comprehensive.fimd longitudinal Assess- - • 
... of the imMct of a ra^ge of pr^atal factors (e.g.. maternal ^posure tor^ 
tiV*"* ultrasound. . dramatic temperature change, toxic agents. smokinTuse of alw- 
faol or drugs, exercise, or stress) on infant andxhild pjiysicai and psychological de- 
vejopnientk ■ ? ■ • r , ' ■ ^ - ■ . ' 

Mr. Lehman. For the benefit of those who just arrived among niy^ 
colleagues, we will operate strictly under the 5-minute rule, fy^ 
ask S^mmutes of questions,.! will jswtch to the ranking miji6rity, ^ 
*^®?^^ack to th^ ranking , m£gority, and back and forth: But I A 
will wielCa tight gavel so everyone will have a chance to ask a 
question. -^^^^^^^ ^^^ ij. - . v 

^ My qu^tion to you information you. gave us on infant mor- 
NS^QA^'r,'^ "® very worthwhile, still our goal for 

lyyo, 7 years from now, is lower than the Japanese actufiS infant, 
mortality rate' 5 years ago. So I wonder if our goals are hot set too 
low, and also about the fact that the goal for the minorities is not set 
lor 9 but set for 12 percent per thou^^ 

Why should the goals for the minorities not be the same as for 
. anyone else, instead of- having a widening gap betwpen the main- 
stream of our people ai3 far as infaat mortality is concerned and ' 
those children from minority groups? That is my question, and I - 
am anxious to hear your answer. 

Dr. Brandt. Well, rcertainly would agi^ with both of your as- 
suniptions, Mr. Chairman. I tfunk that in fact we will achieve a 
lower mfant mortality rate by 1990 than the defined goal. That 
goal w^s actually defined m the period 1978 to 1980. It seemed like 
a reasonable one at the time. I think, at the rate we are currently 
go"Jg»,^e will easily exceed that, overall infant mortality rate. 

With respect to ethnic minorities, obviously our goal has to be 
ultimately to get everybody's risk- down to the same leVel, and I 
nave no concerns about that? . • 

The issue that we don't understand at the present time is how 
we are go^gto accomplish that task. There is no question that it is 
a very bad situation, that black mothers have an infant mortality 
rate that is twice that of white mothers. We certainly intend to 
gam m our imderstanding of how to alter that. 

Mr. Lehman. Thank you, On the Foreign, Operations Subcommit- 
tee, m exammmg- which nations ncfed our foreign aid assistance. 



the baseline figure we go By, as much as anything, to deterine the 
standard of living :in the -country, is the infant iMrtality rate, and 
we don't want to bedome a developing nation in tSls counti^^ 

J thank you very^piuch,;andi at^ this time I would yield to Mr., 
Bliley from Virginia/ 

Mr. BuLEY. Thank you, Mr. Chairman. ■ 

Mr. Lehman. I would like to submit the rest of my questions for 
the record. / ■ " / 

Dr. Brandt. Thank you v^ much. i . A, 

• [Question and response^^ippear at end of h4ani3g record.] 

Mr.; BupBY. Dr. Brandt, 1 understand that/;he Center for Disease 
Control maintains statistics on certain^key measurements of in- 
fants ai^ cMdren applying for; WICT^art^ 
measurements shdWn any deterioration in the past-)*ar? i - 

Dr. BkANDT. I must admit that you have caught nqle, Mr. ^liley. 
Right now I am not sure I can answer that questiop.l will have to 
supply the ajoswerfor the record. I am j|ot aware o deteriora- . 
tion in the :mohitbringf activity of CDC. To bcj precise, I would like ; 
to supply it for thd^^:cc6rd. ' , ! . 

- [Question and rfespiinses appear at end of liearing record.] , 

Mr/BuLEV^^i That is «Q1 the ques^^ 

Mr. Lehman. Mr. MiUer: . * ^ -x- j^iutO 

Chairman Miller. Thank you very much for your testimony. My 
question refers to page 16 of your testimony, which discussed child^ 
hood immunization. You review the great strides that have been 
ma:de during the last 2 years in substmitially reducing rubella, polip, 
diptheriaryet you seem less p&sitive about our efforta0;o eliminate . 
rubella : and : its life-threatening sequelae,- congenital rubella syn- 
drome. What are we missing in regard to that problem? n , _^ 
Dr. Brandt. The basic issue at the present, tinae in dealing with 
the congenital rubella syndrome, and in fact dealing with measles 
in this country, are people at the college-age yeiars. During (the sev- 
enties, when the immunization rates m this country fell to some- 
place between 50 and 60 percent, a number of children who were 
bom during that-peribd were not immunized. So we have a number 
of youiig womtfn in the college-age group who are not ^now immu- 
nized against nibella. They clearly stand, therefore, the greatest 
risk of having a*>\aby with congenital rubbll^^^^ 
Chairman Miller. Is there an effort in terms of outreach? - 
Dr. Brandt. We indeed are making great efforts towards unmu- 
hizing these people. During this past year, as you know, this issue 
was brought home to the higher educational commuiiitar when: we 
had batbreaks of measlfes at several universities. All of those uni- 
versities and many other schools are developing immunization pro- , 
gr^s that are aimed at trying to prevent this. We believe that ^e 
\ in fact get the woiJfen who are not yet immunized against i^- 

SSoirman MiLLER^Are we allocating sufficient ^resource8 to do 

that?^ ^ . J : V , 

Dr. Brandt. I think in this issue, yes, sir, we have resources allo- 
cated to do that, and we are in fact— =— 
Chairman Miliar. Are they sufficient? ' . ^ ) 
Dr. Brandt. I think they are sufficient, yes, sir. , . ^ * 

• Chairman Miller. Mr. Lehman raised the issue of black infant 
mortality rates and you suggested- that you would accept as a goal a 



12-percent rate. You stated that it is a question of understanding the 
problem. Is it^ question of iinderstainding, or is it a question of re- 
sources, given the complex nature of the reascms for that gap? — - 
You t^tified as to the 10,000 black infants that died last year. If 
we were prepared to allocate the resources to that population, what 
is itAve don't understand that would prevent.us from gettinff to the 
root caused;? ^ 

. Dr. Brandt. Well, I think one of the things thdt we don't under- 
stand clearly is the mix.j)f those factors that lead to low liirth- 
weight mfftnts among the Black.people. They have a higher propor- 
tion^ low birthweight infants. Part-^f this we know is related-tor 
\^y^^^^^^ mcidence of teenage pregpSncy^among Black womerl. 
W<f have attempted,, as you know, through the^adolescent pregnan- 
cy program and through other means, to try to "reduce, that. It is 
hard at this point in time to be sure how successful tha^^proeraiii 

is, but that is certainly aimed-^: — ^ . r -^^ 

I Chairman Miller. Let me suggest that in areas we do und^t^nd^ 
; like nutrition and early prenatal care, access for eligible mothers is a 
; major problem.^ That is not too hard to understand. It may cbe 
imsufficiency of neighborhood clinics, physicians, or health-care facil- 
iities. These aren^t terribly hard to understand if we want to make 
^hem available. I am not suggesting we do 6r don't. If we/ want to 
^ilocate the resources, some of these problems can be overcome. 
I Dr. Brandt. Yes, sir. I think that , we-adre-striving ix)' overcome 
t^ese through the community health centers program; through 
those kinds^ of activities which are in fact being enhanced and 
bemg stressed through the national hejBtkh service corps programs 
and^ others, we have attempted to reach>hose people who are at 
highest risk. I think we are attempting to increase- and improve 
access all the time. But we^till know from various studies darried 
out by tJbe.NIGHD and others that, even with facilities, the use of 
those facilities by Black women who are pregnant is not adequate. 
Now, precisely why that is true is something that we don't under- 
stand. • 

Chairman Miller. Fm certain we will explore this in our hearing 
on teenage pregnancy. However, again. I wouldn^t us to leave the 
impression that this threshold of care can't be overcome essentially 
because we don't know what to do. ^ 
. I say this because there have been a number of studies done in v 
black neighborhoods which show that unwanted pregnanci^ cMn be 
reduced, and birthweights raised. I hope you will stay /or <|5s after- 
noon s testimony, when representatives of public adv3c»tes and 
others will testify as to their concerns about the allocation of these 
resources. 

Mr. Lehman. The DefenseDgwptf&ent would call it the "window 
of vulnerability." The gentlHady from Nevada. . 

Mrs. VucANOviCH. Thank you. I appreciate the opportunity, of 
appearing today '^d certainly appreciate the panel being here. 

With respect to low birthweight babii^and infant mortality, I 
think it is important that this Preventioir Task Force keep iu mind 
strate^es that will deal in a comprehensive way with the babies at 
risk, and this committee really needs a better understanding of the 
social problems that result in babies being bom at risk. 



\ • 20 . 

Dr. Brandt, 5^u have mentioned in your testimony that infant 
mortality rates have declined, and- yet through media reports we' 
have a feeling that there is a public perception that these rates^rp 
: all on the rise. Is there any way you can address this contradiction 
. for our conunittee? ^ ' ^. . ^t*.i 

^ Dn Brandt. Well, 1 am well awaye of thife media renorts tnat 
report that, and I think that the media reports are basid upon a 
misunderstanding of the variability of infant mortality, or any 
other mortality rate. The smaller -the ^population b^e, the neater 
variabilities one would see. So that although it is true^at during 
the past decade, for example, the infant mortality rate in this coun- , 
kty has fallen at a rat6 of about 4 percent per year overall, every 
' * year approximately 13 States show an increase in their infant nior- 
[ tality rate. And the reason for that js really a statistical aberra- 

* ' i tion, not anything more. ' - . vv v j 

■ ' Certainly, if one gets down, to cities or even to neighborhooas, 
I then the variability is\going to incr&se rather dramatically. As a ; 
I matter of fact, I happen to have a couple of charts that might lUus- , 
i trate that since I suspected it might come up. , . 

f This is a comparison, Jirst, of two States, Michigan and Rhode 
^ - -M Michigan, has approximately 150,000 births 

- per'yeai, and Rhode Island haying about 13,000 births per year. 
" You can note that the rate in Michigan dontinues to fall rather 
consistently, although even in Michigan you will see several peri- 
ods of time Where the death rate does rise,/vhile in Rhode Island 
there is. great variability from year to yearT)ecause the nominator 
\ is small It's an arithmetic aspect.. .... 

\ i I think; to pick out and say that over a short-term Pfe"od» a 
V smair population base you see an increase,' is not sonjfething that 
\ you ignore. I think if -babies are dying, you try to find out why they ^ 
. ^ are dying and do something about it. But, on the other hand, it 

* does not necessarily indicate that the overall trend is changing. 

\ Mrs. VucANOViCH. Thank you very much. , 
\ I would like to ask the chairman if my opening statement can be , 
made part of the record. 
Mr. Lehman. Without objection. ^ ' 

\ [Opening Statement of Hon. Barbara* Vucanoviclx follows:]- 

^ Opening Statement ok Hon. Barbara Vucanovich, a Representative in. 
Congress prom the State of Nevada 

Mr. Caiairman, I thank you for providing me with Ihis opportunity to speak at the 
first hearing of the Prevention Task Force and the Select Committee on •Childre^i, 
Youth and Families. I welcome those who have come here today to testify and I look 
^ forward to having the benefit of your expertise.^ . ' , 

I would like to add that I am disappOmted that the -Minority was not allowed^to^ 
call some of its own witnesses for this first hearing; but it is my understanding that 
V this has' been resolved for future Select Committee jieanngs. It is my strong feeling 
that this' right to call witnesses should be adhered to in the future. . . * 

With respect to low birthweight babies and infant mortohty, I believe it is impor- 
tant -that this Prevention Task Force keep in mind 'strategies that will deal in a 
comprehensive way with the babies at risk. This Committee needs a better under- 
standing of the sotial problems that.result in babies being born at nsk. I would hope 
that this 'Arill be addressed in the testimony to be heard today. 

" Mr J.EHMAN. Mr. Weiss. * . 

Mr^EisSr^ank you very much, Mr. Chairman. 
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nJ2^J V^' L.!'".?."''® that It IS not inten(Jed that way.lbut as I' 
&SlSh^?l!l*^f""?"yf^? ^^}^ I geta sense oi-kf-satis- 
wffivJj^'*St?^ °^ well-being in this Country 

whichJ am suj^that you don't want to project. ^«uniiy, 

^ D^HANDf, Well, I am sorry that— f have a feeline of satisfac 
ti^at progress^ teing m^e. I am iiot sJtS^hat w^^^^ 

Jfr. Wiass. Let me ask you some specific questions. 

• ■ tW S^°^- ?y ""^y' ¥ why' of course, we have adopted 
.these goals and why we .are worl^^^ 

lEirS^ SL'SI^ ^ ^?^^ for the po^ulatioii at ■ 

rSfSorutoihe'ritS^t^'S^ how does that frt in in 

ce&rl^SttSi??'^*^^^^ 1983 raking, but we are 
*u^^i ^^8^*- Now, what kind of progress has been made in 

^- t»,?W +?^?^;i^*-^J^" '^^^^ a* a rate of somewhat less 
^^ryeai-. Population, but it's approximately 3.5 p^ 

tftSJ W Wn^"*^ do you ^ any connection between the goals 
S^wv and j;he amount of -resources that thii aS 

^^M^.^^^ ""^ are going to. have S> 

^ Dr. Beandt. Well, I think that in fact we are a Ipng way frota 
not hay?ng to commit reasonable amounts of resources to tS proE 

Mr. Wigjss. Say that again. 
.Dr. Brandt. I think we are a long way from achievine the eoala 
tii^wpuld say that we no longer hive to commit rSJ^to^Jhil 



Dr..BKANDT. Wtiit a second. 

JVIr. Wems. You said^we are a long way from'it. OK, I agree ^N^ 
- tell me, what do you think has to be done by v^ray of re^S com- 
; - toitment to meet the goals: that you have 6utlin^ iA 3^^^ 

..Dr. Brandt. Well, I think, in the. first iplace— Mr. Miller mieht 

what to do before we try to do something. In fact, one of the maior 
W^n?/J°'' ^^^^''^ieht infants in tl^ comitS^ ^ pre^atuS " • 
We^don tknow^why people go into premature labor ^ 
f Jf" *he Women's Infant Children's 

•• foxi prpgram^has fielp^J to in fact. produce healthier baWes " 
' Il^*{Her-"?°^ers, cut hack on .mahiutrition, cut back on some of 

^e«^her .problems which in fact would cause problems ^}S£- 
livery and m survival of infants? » vi^m ue- ^ 

»?®^"**^ so forth,.have all contributed. ' 
■ tA^?' T^- P5 think -Uiat that program, for example, ought 
• to be accelerated as far as resoHrces are wnceriied, or doy^i ffi 
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that we have done enough dnd we can sort of stay on hold at this * 

Doint*^ * 

Dr. Brandt. At this point in tiihe, I am prepared to talk to you 
about what the Public Health Service is doing. I really don t have 
the details about the program you are talkmg about m order to tell 
you whether it ought to be accelerated or not. ■ . 
. " I think in fact the program is" making strides and is moving to 
accomplish some of those goals. I think we can t forget that,one ot 
the major reasons for that, that our infaht mortality rate is coming 
down, is because of the medical- care side of the issue. We can t 
forget that, although I admit they are very expensive, that better 
transportatibn. better care of high-risk ;nothers during labor . 

and — — . . 11 

Mr. Weiss. You don't think that prevention is really a major way . 

°^Dr Brandt. I think prevention is the major way. I don't think at 
the present time, however, that it. has been the major contributor, 
no. I think it is the major way to go, and 1 have no question about 
that. I think at this point in time that we probably have gpne 
almost as" far as we can go in further reduction py improvfed care 
during labor and after delivery. . u * 

Mr Weiss. You have spoken, of course, in your testimony alwut 
the .healthy mothers, heilthy babies campaign. Are you satisfied 
that when women are encouraged to participate in that program 
for prenatal care, that the level of services is sufficient, so that 
people who want to participate can do so? . 

Dr Brandt; I suspect that the level of available care is, probably ^ 
not at the point where every possible person can get complete care; 
although I still would- maintain that we have capacity out there 
that is not yet being utilized. One of the reasons that we would like 
to— one of the reasons for the healthy mothers, healthy babies 
campaign is, again, an educational process to try to encourage 
people to make use of the facilities, make use of the prenatal care 

that is-available. ° , ^ . j u • *. 

Mr. Weiss. So that the problem is not that it doesn t exist, its 
that people aren't using it, as far as you are concerned? 

Dr Brandt. As far as I am concerned, it is a dual problem, but 1 
■think we can't just accept the fact, we can't ignore the fact that we 
still have to encourage people to make use of the medical care in 
addition to having it available. - ^ 

Mr. Weiss. Thank you very much. _ ^ ^_ ■ ' 

• Mr. Lehman. Thank you. The gentlelady from Connecticut. 

Mrs. Johnson. No questions. . » . i 

Mr Lehman. If you have any questions, you may submit them 
for the record. The gentlelady from Louisiana, Mrs. Boggs. • 
' Mrs BoGGs. Thank you; Thank you and all of you for being with 
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I would . like to pursue a little bit the. serious impact of teenage 
nreenancy on the physical health 'and the- mental health of the 
Sge rtDther and her offspring, and the Tublic Health Service 
programs for trying to reduce the incidence of teenage pregnancy 
and the counseling of. pregnant .teenagers during the critical pre- 
and peri- and postnatal periods. 
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Do you think you have sufficient programs, or do you need ex- 
panded programs in regards to the counseling at these various 
stages of teenage pregnancy? 

Dr. Brandt. Under the Adolescent Family life program, which 
was passed by Congress a year or so ago. we have initiated a 
number'bf demonstration projects around the country. The demon- 
stration projects are aimed at attempting to demonstrate and meas- 
ure how one goes about accomplishing precisely what you are talk- 
ing about, as well as counseling which might prevent teenagers 
from becoming pregnant in . the first place, which it seems to me is 
the appropriate way to go. 

I think when we have gained that kind of information, plus 
working with the professional groups, that we will begin to make 
some significant strides in this area. 

Mrs. BoGGS. There have, of course, been findings that teenage 
nipthers who receive parental and social support are beginning—in 
the first trimester of their pfegnancy, the children are no more at 
risk than other children. But these findings need replication? 
Dr. Brandt. Yes. . 
Mrs. Boggs. I wonder wKat programs the Public Health Service 
has that are aimed at replicating these findings and at making cer- 
. tain that the information is readily available to your whole net- 
work of doctors and paramedics and social services. 

Dr. Brandt. With respect to teenage pregnancy, we have a 
number of projects underway. Some of these include teenage moth- 
ers who tend to have a higher risk of premature labor. We are 
trying to not only understand the cause so that we can prevent it, 
but also a method of intervening to stop premature labor. « 

Second, we know very well that smoking and drinking during 
pregnancy has much more significant effect jn teenagers than it 
does in older women. Or at least the evidence would indicate that. 
And-Ave certainly have projects underway to look at those. 

The demonstration projects under the Adolescent Family life pro- 
gram will also provide us the kind of information that you are 
asking for, and we will, of course^ make that readily available 
throughout the network. 

Mrs. Boqgs. I am glad^you mentioned the alcoholic problem be- 
cause, of course, fetal alcohol syndrome, as you pointed out in your 
- testimony, is a very_serious and difficult syndrome that we are all 
experiencing— 1,800 to 2,400 births a year, at least. 

Dr. Brandt. That is the full-blowpsyndrome, not the minor diffi- 
culties that come from greater numbers. 

Mrs. Boggs. But also, as you 1x)inted out, it is uniquely prevent- 
able? - - : ^ 
Dr. Qrandt. Yes. 

^ Mrs. BbGGS. 1 notice that you have a very ambitious program to 
try to notify everyone about the difficultids sftoociated with drink- 
ing during pregnane)^ Is this an emphasis On your teenage pro- 
grams as well? ' ' 

Dr. Brandt. Yes, and We have, as you know, underway a fairly 
extensive campaign on tMnage drinking, which focuses on driving, 
because that doed account for roughly half the deaths of teenagers 
in ti^8 country, from drinking and driving. This is built around 
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groups, particularly students, called SADD, Students Against 
Drunk Driving, which is, very, very impressive. - , , ; 

We had a nationwide meeting not long ago with the students in- 
volved a very, very impressive group of young people who also are, 
very aggressive. As a part of that, of course, we hope to get across 
the message to teenagers about the problem of drinking and preg- 
nancy. So I think that we are attempting in most every way.thatf I 
know of to get that message out and get it across with respect to - 
. pregnancy, not only to teenagers But to women of all ages. 

Mrs. BoGOS. The program of preventing drunken driving is excel- 
lent and it is something that is very appealing. I think it is a very 
splendid sort of handle to place- upon the teenage pregnancy and 
drinking. It can be so easily related through teenage groups, as you 
have been able to focus your program against drunken driving 
among teenagers through the teenage groups^ themselves. They ? 
should feel very responsible about teenage pregnancy, and I would 
hope that you would stress that along with the drunken driymg: 

Thank you, Mr..Chairman. - ' ■ _ \ 

Mr. Lkhman. Before going to the gentleman from Texas, Mr. 
Leland, I wonder if you would like to correct or look over an ex- 
pression you used called college-age women, because in the record 
it would indicate much younger than the average age of the largest 
university im my district; where the average age of a college 
woman is li2. . 

Dr. BkaisTdt. 1 was talking about somewhat younger women. 

Mr. Lkhman. i think there is no such thing as a college-aged 

woman anymore. o>i \ 

Dr. Brandt. Yes, I gu6ss I should say, then, 1« to ^24, \ 
Mr. Lkhman. Without objection, the record may be changed.. 

Mr. Leland. ^ * ^, . i u 

a Mr. Lkkand. Thank you very much, Mr. Chairman. I have an 
opening statement I would like to submit for the record, if I can, 
without objection. 
[Opening statement of Hon. Mickey Leland follows:], 

Opknin(j &rATKMKNT OK HoN. Mk'KKy Ui^ni). a^Rki'RKskntati vk in Concjrkss from 

TIIK StATK ok TKXA8 ^ 

Mr. Chuirmun. mcmbcrH of the committee, we are fortunute today tx) be able U) 
hear from three panels of distinKulHhed expert on the important H^"«« concerninK 
prevention strateRieH for healthy babies and children. DunnK thmN^certainUK:^ 
homic timeH we are now expcriencinR which ban led record hiRh "J^^P f^"^^^^^^^^ " 
we need only look to the health of our children to confirm the seventy of. our situa- 
tion. It is no lonKer uncommon to hear about incidenUi of repeated abuse «nd ne- 
glect of children nation-wide. It is tragic U) learn that these figures hove doubled in 
just one year. In the area of child support, it is estimated only one-third of the 
women heads of household with children under 21 receive child support paymenU* 

^'^*Whnc*wx^ hcarMJhut the "general" condition, environment or services for infanUi 
and children have fmprovcd. I am saddened and angered by the c6nsisUsnt inequi- 
Ues unique to minorities. Blacks and Hispanics have fjii red much wonie m every 
catetfory-including higher percen<4iKe of unemployment: lower median family 
STwhich accounuTfor more minority children living in poverty; m«an 
annual child support paymenU*; lower education achievement scores in reading and 
S Jwest pereeaUi^-'likely tx, receive prenatal care; highest "lortality rate hig^ 
est incidenuTof deaths of homicides; highest percentage of illegitimate 
children. . . I could go on. but I think we get the point. . 

It is high time wc examine and n«jvaIuaU? the role our government programs 
ptey as they relate to the status of our children. 
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I particularly appreciate this opportunity to address the increasing incidences of 
teenage pregnancy. This is a' major source of concern for all of us— social service 
providers, policy-makers as well as the public aMarge. With over 1.5 million teenage 
pregnancies in 1980 alone— up more than half a million from the late 1970's— this is 
indeed a critical area in which we Should be concentrating oar resources. 

In most cases, teenage pregnancy poses significant risks for many, including phys- 
ical problems for both mother and child, the probable interruption of education for 
one or both parents, inevitable low-paying employment, and, in most cases, eventual 
welfare dependency. - 

It is essential that we address the Federal responsibility in providing effective prer 
ventive support systems and encouragement to local agencies and governments at 
this time. During these unpredictable times, we must be able to assure every indi- 
vidual seeking help, that their voice will be heard and action will be taken to lessen 
the burden and pain. 

Mr. Leland. I also have several questions I would like to ask Dr. 
Brandt, but I know, the time won t permit. I Would like' to also 
submit them for future response. 

*Dr. Brandt, as you know, I represent Houston. You w6re there for, 
I guess, many, many years, and you understand Houston better than 
most people from *our vantage point. 

I am particularly concerned about the questions that wete raised 
by both the gentleman from California, Mr. Miller,#and also initial- 
ly by the gentleman from Florida, the chairman. In my district? I 
have census tracts that have horrendous statistics as far as infant 
mortality is concerned, and yet Houston is a rather affluent, if hot 
the most affluent city in the country. . . 

You have alluded to the fact that you have not determined exact- 
ly how it is that this problem exists and how you attack' the prob- 
lem. Butjvhen I first came to Congress I established an infant mor- 
tality task force in Houston and we. arrived at the conclusion, in 
conjunction with the Health Subcommittee on which I served, of 
the Energy and Commerce Committee. We arrived at the conclu- 
sion that one of the real problems was the fact that the system 
does not provide any real outreach. 

The only real outreach was in fact the WIC program, and this 
• administi:ation has ciit the WIC program considerably. We have no 
real resQuJces^ avail ourselves of in Houston to provide for any 
outreach. 

Don't you agree that-indeed outreach has to be effected in order 
that we can change these statistics, because^ in fact, in those 
census tracts is a fact that I would like to a dmit to, because it's 
Sk>mewhat embarrassing,'but the fact is that TTifive-a-fatber unin- 
formed community that does not understand thi^ nUances^^STttre--^-— - 
problem and therefore prevention canndt prevail because nobody is 
educating the people in the commumty because there is virtually 
no outreach. . / 

Don't you agree that that could be a possible solution to at least 
a portion of the problem? 

Dr. Brandt. Absolutely. I think that the outreach programs an5, 
of course, the conclusion of your Infant Mortality Task Force cer- ^ 
tainly came*— to the samp basic cbnclusion. I think there h&ve? been / ' 
some steps taken, as you well know, in Houston to try to accom- 
plish that. . ^ ^ 

* We mudt carry out an ed«:atioQal campaign that, is aimed at at- 
tempting to get into the areas where there are higli rates of high- 
risk pregnancies. The Healthy Mothers^ Healthy Babies Coalition, 



which is now becoming national and becoming involved at the local ^ 
levels, is aimed precisely at trying to^accomplish that step. • 
Mr. Leijvnd. How m^ny black people are involved an that pro- 

^Dr Brandt. Well, a fair number. The National ^Medical Associ- 
ation is involved. I h^ive a list of all of the organizations. I am not 
dredging it up out of'by memory at this moment. But there are a 
fair number and in fact most of the educational materials ;have . 
been gone over, reviewed, and approved by the National Medical 
Association and other Black organizations, since a lot ot the em- ^ 
-phasis of the Healthy Mothers, Healthy Babies Coalition is aioKfd m 
at minority. populations." " ' , , u i r 

Mr Leland. Doctor, several months ago it was learned, much to vl 
my distress, as well as many of my colleagues, that the Adolescent v 
Family Life Act administrators had not awarded the grants to ml- :^ 
norify organizations.. \ 
■ ' Dr. Brandt. That is not true. 

Mr. Leland. Well, can you— ..u *u i- * e 

Dr. Brandt. I will be happy to provide you with the list ot the 
minority, prmcipally black organizations, to which those grants 
^have been awarded. Now, as you know, we are going largely _ by 
what the applicants .say they are, as we don t have registration but 
there are several awarded to grantees whorare black and who are 
intending to serVe principally black communities. I will be more - 
; than happy to send you a list of those. . ' , . 
•* Mr Leland. To give some real clarification as to what we are 
talking about, can you give me the statistics on infant mortality 
rates in the. white community, infant mortality rates in the black 
community, and infant mortality rates in the Hjipanic community/ 
Dr. Brandt. Yes, hir, wp can give them to you up to 198U. 
Mr. Leland. Do you have them now? u ; t wV 

Dr. Bbanot. I think we have the Black and the white,^but I don t 
have the Hispanic, I don't bfelieve; This only has 1978, but the. 
white rate at that time was 11.4. The Black rate was 21.8. 
Mr. Leland. Do you have the statistics on Asian or Hispanic 

^SnBRANDT. I don't have it here, no, but we certainly have all of 

*^^Here \ve go. That is black and white. It does not i.nclude His- 
panics or Asian Americans, all of which we have and wiU be happy 
to supply to you. , , • j i 

[Questions and responses appear at end of hearing record. 
-Mr. Leland. I think my time has run out, but, I am really con-, 
cerned- about this problem. I think that is why there is such an 
abundance of questions on this particular, issue. But yo\x seem to 
place a low priority, in' what I heard, you' sayr-maybe its a misin- 
' terpretation, blif you seem to place a low priority on prevention. 
• I heard you say that, yes, we ought to work on ^eyention TJie 
question from the gentleman from New York, Mr^Weiss, ehcited ^ 
response from you that said, yes, we ought to emphasize. PFeyention 
but that doesn't necessarily m?an that prevention will solve the 

problem^^ No, let me make myself very dlear about , that, be-- - 
cause I spent my life in preventive medicine and I can guarantee 
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vou that I think prevention is the most important approach to the 
handling of this problem or any other disease problem in our soci- 

I think we, at the same time, have to be honest and recognize 
that the major impact on the drop in infant mortality in the past 
decade in this country has been the adequacy of and advances in 
medical care at the end of the preEgnancy. The development of the 
neonatal intensive care, o-egiorialized transportation systems, those 
are the things that have had the major impact. It is not the only 
. impact ' 

Mr. Leland. Even at that, doctor, the fact of the matter is that 
black people tend not to have the same accessibility as do other 
people. • 

Dr. Brandt. That is y/hy 7 

1 Mr. Leland: Is there an emphasis on the pirt of your adminis- 
tration, in what you are doing, on tryirtg to provide that accessibil- 
ity? 

Dr. Brandt. Yes, sir. I thinic we have been|^6rking pretty hard 
to try to improve the accessibility and. to improve the awareness of 
the things that are available. I want to be very clear that our pri- 
mary emphasis is going to be on, and is on, prevention of these 
problems. That is where we are headed. • 

But I think that we Jiave to alsd, as a part of that totality, do 
precisely what you found in Houston, what other people have 
found arqund the country, and that is the kind of outreach pro- 
grams that make people aware of these possibilities. It is not going 
to work without^this. That is one of the reasons why we h%e^t- 
tempted to increase that awareness *to the extent that we pdlsibly 
qan, and I think we vdll continue to do so. 

Mr. Leland. Thank you, Mr. Chairman. 

Chairman Miller. Again, I would hope that somejbody from your 
office will be here this afternoon as we 11 see studies which suggest 
that in fact the gap bet^yeen black and white infant mortality was 
closer in 1950 than it is today, and that, in the last 3 years it has gone 
from being 70 percent higher than whites to being SO percent-higher 
than whites. ^ . ' 

1 think it isjmportant at this point that the committee be aware 
that there will be testimony this afternoon suggesting that the 
.problem is in fact increasing in terms of the gap. 

Mg, MiKULSKi. Thank you very much.- Dr. Brandt and gentlemen, 
;it s a pleasure to welcome you to thiaimportant committee. 

I would like to jfist refresh you quickly ^fti the back^ound of this 
dpmmittee, which then will take me to^^tlie reason for asking some 
of the questions I would like to have answered. 

We found within the Congress of the United States, at least 
wthm the House of Jleprfisentatiy*- Dr. Brandt, that thfitjie^s^oL 
children; young people, and. families, srere spread over 13 different 
committees and subcommittees. There was no one-stop shop in the 
•C(tagress to take a coordinated approach for looking at the heeds of 
"^hmren and their families. 

had no way of understanding whether or not pro- 
neeiis of children. In nutrition, for exam- 
ple!, WiC:^ bverrin-the Waxman committee, food gtamps is in Agri- 
culture, school lunches anc) breakfastSLare over in Education and 




Labor, and we had no single pl^ce.wher^ we xoiird-examine these 
proerams together nor could we see if we were gettang-a^dollar s . 
worth of services for a doUar's.'worth of t^es, which is the reasc^ 
■ for establishing this committee. , ^ j 

• As I sit here listening-to both the testimony and -soine^of the 
questions, I wonder if there is any mechanism air the Department 
of HHS that is a one-stop shop that is looking at the needs ot ma- 
ternal and child health care. Is there? . , . T i.U 

Dr Brandt. Yes, there is. There are two mechanisms. In _ the 
first place, under our prevention campaign, we have organized task 

• forces who in fact meet regularly and for which regular progress 

• reports and activities are- published, and I would Jiappy^ to 
' submit to you the niost recent for the record, if you would like, the 

most recent progress report on the pregnancy and infant health o^ 
jectivM wWch are sitting right here, ^d -Which are publi^ed and- 
are avti^able and indicate that. Tliat is one: mechanism. 

The second mechanism is thi^gh my office and the meetings 
and activities that we have set vp between me and theJJttice ot 
Human Development Services and the Health Care J'lnancmg 

• Administration, where we attempt to look at not only maternal 

• and child health but other programs that cut across these lines, bo 
I think we haye set up a number of ways to do it. _ _ , 

In addition, of co^rse, wejiave the maternal and child health_di- 
vision that is locaited in. l)r. Graham's agency, the Jlealth ,Re- 
soiirces and Services Administration, pnd they have the principal 
responsibility foj pullihg together all of the medical and other .as- 
pects of maternal arid cmld health.. ' i, . . 4. 

So that 1 think we do have mechanisms in place for trymg to co- 
■ ; ordinate and to get an oyeraU look at liJus activity. . 

Ms JVIiKUiSKi. Ab I listen to your report on how the needs ot 
young children are met, I wonder what programs under mejc^d 
deal with- the problems of maternity and early childhood health. Do 
you feel, given the current state of medicaid, those programs are 

tor Brandt. I would like to submit; at least the firat part of that 
for the record, -rather than to try to g6t into it at the mo.ment. 1 
think the question of the adequacy, I.guess is Jie iMuejof trymg^^ 
talk about roughly 57 States, territories, an^ the District of Golum- 
bia. since each of them has somewhat different pfbgrams, and tjie 
question in my: mind is that in some States those programs are 
. quite adequate, but that is, as-you know, a program that is largely 

• determined by State activities. - " « ■ - ■ . . 

One of the activities, of course, we have been concerned with, is 
to try to. work with States as they put together ^a totel progt^^ 
involves medicaid, block grants, other kinds of activities, so that they 
-- WdsT)f-tiimiT>eople^^^ 

. progSSS comparing it frdm S!kte to Stat^ 

-give you th9 whole picture. .. rv f 

~ ■ Ms MikuLSKi. That leads to some other questions. One; of the 
thiries we hope to achieve here will be some reeommendations tor 
legislation. I think one natural question' is whether or^^^ 

• ' sS)iild be statutorily defined minimum programs for maternal ;an(l; 
r chUa health care within niedicaid legislation; I am not asking you 
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to answer that-now, hui I am tryinjj to see, what does medicaid do 
at this stage of childhodd development. 

Second; vyhat are thcl categorical programs that meet the needs 
or mothers and children\at this stage? 

Dr. Brandt. ProbablyUhe major /)ne at this stage is the commu- 
nity health centers program, which certainly provides the medical 
care to large numbers of eligible mothers and children. The immu- 
nization program is another one that is categoriciU, and that meets 
those needs. Then, other than get into specifically risk areas, such 
as our diabetes and TB programs, through CDCL those sorts of cate- 
gorical programs certainly cut across and thmigh vast aspects of 
maternal and child health. But the. basic one, there are several also 
in the division, the so-called projects of regional and Tiational sig- 
nificance, tertainly is another program that is aimed at categorical 
and directed specifically toward maternal and child health 
.Ms. MiKUusKi. What about blocl^ grants? V , 

-.^ Dr. BRANim What about them? / 

Msr^J^uiiiKi. Well, are there special programs, fare there block 
grants devoted to maternity anrf child* health, or ate the concerns' 
of maternity arrd^ild health mixed in with the othV block grants 
arid other grants and therefore have to compete?* \ 

Dr. Brandt. There is a maternal and child health \block grant. 

Ms. MiKUUSKi. What does that do? \ 

Dr. Brandt. That doeirwhat the States want it to dp. \ 

Ms. MiKUi^Ki. Are there minimum standards or minijinum pro- 
grarpmatic criteria that States havib to meet to qualify for\he block 
grant? v. . A 

Dr. Brandt. The only qualifications that I am aware of 'a rt? obvi- 
ously discrimination qualifications, the fact it has to be used in ma- 
ternal and cjlild health programs. Dr. Hutchins, who admi nisters 
that, may have someihirig to add to ihat j^ 

Dr. Hutchins. The only ot|*?r part is. there is a report of intend- 
ed expenditu^-es which comed in, which tells what the States^ are ^ 
going to spend' the money 6n the programs rafter they have set 
goals and objectives for the program. " . / - 

MsJVliKUi^Kir Doctor, in the block grant for maternity and child 
healmjfcare, do we say it has to include certain prenatal care, cer- 
:tain immurlization, certain follow-up within certain tim.es afer 
birth? for instance. Does every child get some^ype of examination 
X numbers of weeks after birth and is followed for x numbers of 
months? 

Dr. Brandt. The answer is<ho, there are no such requirements. ' 
The most common expenditures, however, under the block grants 
are, prenatal care; child health, especially under 5 years, including 
the well child clinics; pediatric clinics, and that sort of thing; care 
■for handicapped and chronicially ill children, which is the third 
most common expendituresinder^that block grant program. 

Our view about that, as you know— you and I talked about this 
in another circumstance— is that we believe that the States ought 
to put together the total plan that they -have to take care of the 
people of their State and that therefore we put the minimum re- 
quirements on the States to try to specify what the exact nature 
and content of those programs would be. * 
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I think this is an indication that th^ would certainly follow the 
guidelines that we were all setting and all our people would prob- 
ably write, Being neither of .those, I would prefer to leave it up to 
the doctors that-are out there delivering the care. ^ 

Ms. MiKULSKi. I am not going tago over every State, ^r. Chair- 
man. I think Dr. Brandt's answers to the question indicate a need 
for both this committee and HHS to gather information about the 

- situation in the, States. , ; . i. -n 

I feel that the' committee.needs some type of flow chart to ^^U^ 

trate which programs affect both young children and their moth- - 
ers We need to examiije block grants atnd medicaid categorically. 
We need to know what each State does with its block grant and^ 
medicaid money^ This way we can decide on courses of action;on 
this issue , . , , , ■ ^ 

■ Obviously, each State uses its funds differently. L don't think we 
have the administrative mechanism to evaluate, the adequacy of 
these programs or the adequacy of funding. . C4.u 

So I would ask the committee, and ask unanmious consent ot the 
committee, that the .staff be directed to work with Dr. Brandt to 
develop such a flow, chart.^ , ' 

Mr, Lehman". Without objection. . mi. * • 

Chairman Miller. We will take it under advisement. That is a big 
order. I think you are on the right track. , . , „^ . , 

Mr Lehman. I know what happened m flonda. When we passed 
legislation with some strings attached, the Flprida block grant pro- 
gram did not want to live up to it. They jjasTwanted to spread the 
money around and water down aUlcinds of programs. If^wejass 
legislation here, and it is not implemented as intended by the block 
grant State prograins, then we might as well be pounng money 
down a rathole. That is more or less the idea you were trymg to get 

- ]5!Is. MiKULSKL I want to know what it is we^are supposed to be. 
providing and then go to y#hether it is" working. . . . . • 

Mr Rowland. I have a^iuestioh with reference to immuni^tion, 
fii Smallpox vaccinations are no longer used. You mentioned pertiwsis 
in your statement as being a problem. There may be some- relation 
between pertussis and some' problems we have now, such as a.uti8m. 
Are there any statistics now avaUable that: might, tell us just what 
•the relationship may be and what is taking place in that particular 
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br Brandt. There are some clainas regarding the pertussis.^vac- 
cine. What I was trying to say is that we recognize.-that; the^pertus- 
sis vaccine is not pferfect and that we are working tovjard , develop- 
ment of a safer vaccine.'The m&jor claims that are madeihave to do 
with seizure disorders in children following receipt of pertussis yac-i 



That is veiy difficult to evaluate because chUdren at that stage, 
roughly 6 months &f «ge, tend to have seizure disorders of aiiiUne^, 
plamed nature, not -uncommonly. So whether or jnot.it woida;;j.u8t 
* happen to be inadverteiitiy associated in tin» or directly. ^ 
^ isn"t^lear.iln my judgment, I think it is not cl6ar^at dl. Ifo^^ 
eveii if one accepts that all of these are clearly related to the vac- 
cine, the vacciiie is still the way to go because whoopuig cough is; a 
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killer and whopping cough results in much more serious problem^ 
than th^ vaccine if one accepts all of the side effects as being valid. 

&), our efforts are principally aimed at trying to see if we can 
nnd a vaccme that is purer than the one that we currently use 
There are several models around that we are working on, but I cer- 
tainly want it to be clearly understood that I would immunize any 
children with current pertussis vaccine without even thinking 
about It. I would alsa ppint^^ that some of the scare tactics that 
have been used in recent years have resulted, certainly, in a' reduc- 
tion of early vaccination and led to marked increases in the dis- 
ease. It IS truly unfortunate that when the media talks about per- 
tussis vaccine they don't show a picture of a child with whooping 
cough.. One only needs to hear that once, and lean remember very 
well as a resident hearing it too many times. I don't want tb hear 
•it again. 

Mr. Ro\yLAND. Are you aware that there may possibly Jbe some 
relationship between immuniiation and IDP and mental disorders 
m children? ' ' ' 

Dr. ^Brandt.' Yes, sir, I. am aware that association ' has been' 
claimed. But, again, as I say, it's difficult to separate, those issues 
out. > 

Mr. Rowland. Thank you, Mr. Chairman. 
Mr. Lehman. Mr. Wolf. 
Mr. Wolf. N6 questions, thank you. 
Mr. Lehman. Mr. Levin. . * 

Mr. Levin. There has. been reference here to the MCH block 
CTants. Let me ask you first, what pr^rtion of the budget that re- 
lates to children, say, is in prevention? 

Dr. Brandt. I really don't have that figure right on the top of my 
head. I would have to provide it to you. It's a fair amount; if vpu 
count the immunization program, TB prevention . programs.'^et 
cetera. Are you talking about specifically in thfe block grant, how 
much IS it used? * 

^, ^^f• .L^^^N. No, but talking today about prevention strategies, I 
think It would be helpful for the committee to know what propor- 
tions and parts of the budgeting go for prevention strategies or pre- 
vention programs. _ 

Dr. -Brandt. Well, we 'would be pleased to provide that to you. 

Mr. Levin. Do you hav* any idea whether those monies in that 
proportion or those proportions have gone up or down in the^last 
few years? 

Dr. Brandt. They have gone lip. 

Mr. Levin If you could provide to the committer those figures, it ^ 
would be helpful. 

^ Dr. Brandt. All i:ight. - ^ 

Mr. Levin., Let me ask you in reference to the MCH block grant, 
because you hav.e maMe reference to it, for example, in relation to 
the infant mortality/ What has been the record of your request for 
funds for MGIf^blodk grant? . 

* Dr. BRANDT.^'Congress has . - , 

Mr. Levin. Yoiir^-equest. ) 
Dr. Brandt. The >BC(j^^fthw^^ 

Mr. Levin. What hav^^m requested during the years of the 
block grant? ^ . ^ 



* • ' ■ , 

Dr Branot. Well, we requested $316 million, I guess it was in 
1982 ahd 1983. . . 

Mr. fcEViN. And how about for 1984?' • 
Dr. Brandt. $373 million. ^ 
Mr. Levin. $416 million in 1982? 
Dr. BRANirr; 1983, , :| 

Mr Lbvin. $316. million in 1983? ' ; 1 1 

Dr. Brandt. $373 million jn 1984. . . . 

Mr Levin - Regarding infant mortality, let me^ust return to it - !:| 
briefly, because in the draft of your testimony I underetand— I / i | 
wasn't here, I am sorry* for your actual testimony itself, but I ur^ ^ 
derstand— that you, iii your testimony, very much reflect the dyaft : || 
' statement that I isaw. ^ / :|| 

-^Dr. Brandt. Yes, sir. . ^ ^ x ^ i 

Mr Levin. You indicated the goal for reduction of uifant mortal- r^i^ 
ity tDbe 9 per 1,000 ly i§90. In parts of southeast Michigan, as you 1^ 
know, theire is evidence that the levels have been going up. How 
are you iwixinding spes^ If you are talking about a goal in 

1990 pfta substantial risduction^ and th6re is some evidence of an 
increase in: the»^ times, how do you measure this and wha^^^ 

doing ^bout it? » 1'. r._:^ i 

Dn Branot: Well^ I think, Mr. Levin, that in the first plai^^jve 
Work with: ahd provide whatever assistance:, we can ; to [the State- 
health rbfTicer of Michigan. It so happens we haye chart of Michi- 
gan that we might take a look at. which 1 think illustrate; 
thW dilemniai because^ theria^ w brpublidty a y^r a^ 

about Michigiri^8 iriftrit;m w : : v , 

I: tliinki you will notice the dark hne.1^^ 
coming down, but in individual ; ye^i«; it ; dbe^ tend tq go up. Tn^ is . 
largely a factor bf both; the number of births, tl^ dpnc^^ 
;:and the number^ clearly, of deaths^ in tt^e ^umeraton^ 
fluctuate somfewhat- But you will notice that, evien; though, in 198^ 
thatlrate tended to; go up. It is iback down ;in; 1982 below the im^. 
ieyiela W earlyll^ it^ would luidicate tha^ 

! ; M^^ unifom trend tKi^^ 

'■'i^;^Dr!iBRANDT.!No;irf«mi^,ji^^ .W.i';i:rL^i'-;.ji j-ij'^'J^ ,-;>-:r'":^i' 
Mr!;jLBViN. I am talking; About the, trend ^u^^ 
' Dr -BRANirri rThe trend up arid down, vagaiiii; 
vary everi irifsirikll yectibna^^ K 
parts of cities and Statiw'iri the;:<»untT)^ tKe jnfm^ 
terids t<x come ddwri;it6: a Ibw^ 
bther/MrtS; The pi^^^ 

irie upon thepopulatwri^m^ " 
: othei^wcwthatTkr^ 
! about; south^tFiMichigah 

a\wlabl6 arid wHhrig arid ia^^^^^^^ 
i omcersi dther locally or^ Sny ; 6^^^ 

i^iii State^itd; ^I to issist itherii; in if^ying ^the^^spM^ th^j 

' ; ■^=migAit'hjiwh;-;-' >;T' • j ' ' ; ' : ^■'■■ils' 'M': i ' "N-;;^i?fn-H'v^v^ 

; ' i Mr. Levin. So; you haveri'^ 
: i a bit, that are of any 

■j ' icoricerri^te'iiou in ternis^oftrend'^ : : ;J'lv;.: i , 
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Dr. Brandt. I have not seen any. I think all of the data from 
Michigan and other places is of concern to us in. that it is hot down 
as lOw^ as it o&ght to be, and so that the answer to your question is 
that I have seen data that is of concern to me in Michigan and in 
other States as well. 
\ ' Mr, Lkvin. One last queslion. Let me just go back for a minute to 
the MCH. block grant program because the information that I have 
received from Michigan as part of the program relates io the level 
of those funds. wHat was the first year of MCIj block (jrants^^ 

Dr. Brandt. 1982. /- 

Mr. Lkvin. You know^ou mentioned therfigure $:M(> million. Do 
you know what the figure was for 1981 and 1980 for the program 
that has beconfie part of the block grant program in 1982*? 

Dr. Brandt. million. 
' Mr. LKViN.^Whalf was the level in 1981? ^ 

Dr. Brandt. That was the level in 1981. " - 

Mr, Lkvin. So there was a reduction from 1981 to 1982 from 
million to$.'n(i million? 

Drr BRA*j^i>T. That is correct. ^ 

Mr. Lkvin. Let me ^sk you bow, iWrith that kind of reduction, you 
can use the MCH block grant program as major evidence of a com- 
mitment to get at prevention programs. • 

^Dr. BRAjmr^ell, I wasn't awarj; that I was, but™ 

"J^jvl;!?/!!^.' I thought you had raised - > 

...--^^r. Brandt. What I ^as saying is. thai one has to look at the to- 
tality of the efforts going on in any particijlar State. It is not really 
possible to take State expenditures or:, let's say, the MCI 1 block 
and look at that totally independent of immunization programs 
that are underwajf," community health center programs that are 
. underway, other kinds of efforts that ar^ underway, by either the 
State or local government or other health professions in that area, 
unless you ain see the totality and medicaid^activities as yvell, be- 
cause all of £hQKo contribute tc? the prevention activities. Soj that I 
am trying to give the overall vieW of the total Federal effort that is. 
going on. , V ' r 

I am not including enormous amounts of funding and other pro- 
grams tha'^t are underway at the State and at the Ickral level. Many 
cities have very well organ f/ed programs and put large amounts of^ 
funds and larpe ty; nbers of people intp them. Other Staters 'doHhe 
same thing. The concept underlying thb: block grant was' to allow 
the States to developHhe^ programs totally involving tbeir own ri>- 
sources and thoir own effqcts as^wel) as those of the Federitil rather 
. than to have thjL* Federal Gbvernmei^ come in and lay over a dif- 
ferent kind of program than wa^ underway at the State. I tJMnk 
one, looking at Michigan or Iwiking at my oy/n home SUitc? of 
Texas, .will see that this enormous amount is going on that isreairy 
unrelated to the Federal efforts. , 

yvhSX\vi^haye done I think with the block grants is t4) augment 
tKose local efforts in a way that. allows them to be more comjpilete 
and more efficient thjyi they were before. 

Mr. LkviN; Ixit me ask if you would then submit at your conven- 
ience, take Michigan and take the toUility pnd let me know how 
3^ think it adds up, beaiuse as you know,-*vithin Michigan and 
other States, there were some severe budget cuts in recent years 



and I ftlly understand the MCH block grant was one piece of it, 
and you urge we look at the totality, and I would like to see the * 
totality as you see it/. ' . / 

Dr. Brandt. We can ^certainly provide you with the totality of 
the Federal Government. We will try to get hold of the local people 
in Michigan to get whatever information we can about State and 
local contributions. » , . 

Mr. Levin. I appreciate that. ■ ^ ' 

Mr. Lehman. Mrs. Johnson. V , 

MriB. Johnson. Thank you very much. x 
Since I came in right after your testimony, I <j^d nofr-have a 
chance to review it. You do point out in your testimony, hoyvever, 
that even minor protein .deficfencies during fetal development can ' 
produce m^jor changes in behavior well aft^r birth. In view of this 
information, what has been the effect of that information on your 
programing?- . . 

Dr. Brandt. Well, it has had an effect in the following ways. It 
has largely had an effect on our programs in attempting to im- 
prove the educational effort that-we make to the profession^'and to , 
the public generally about nutrition and nutritional f &ctices, both 
during pregnancy and infants after birth. 

The efforts at breast feeding which have now driven those i-ates 
up in this countnr, from roughly 21 percent 10 years ago to 58 per- 
cent now, is^an indication of part of the success of our effdrta at 
trying to improve the health of infants. * 
, I happen tb sit a^ the U.S. representative on the» World Health 
Organuation. We are probably the highest developed country with 

this rate of breast feeding how in the world and one 

Mrs. Johnson. Excuse me, perhaps I hiisunderstood your state- 
ment. You say protein deficiencies during fetal deyelopnjent^ 

/#Dr. Brandt. Yefi. I ' . 

Mrs. Johnson [cohtinuing]. Which I would assume was 

Dr. Branot. I think I just went beyond that. But the efforta 
during fetal development are aimed principally- at providing infor-, 
J[nation to the public and to pregnant women and to the profession 
/about good nutritional practices and y-ying to give the kinds of 
[guidelines and advice that they can usqfT ^ " • 

Mrs. Johnson. So, that your research on the impact of protem 
.^crehcy and* also through the evidence that you recently have de- : 
veloped aF a result of a long study on the impact of alcqhol- con- 
sumption during pregnancy and the risk this poses to the unborn, 
it aeems to me, ^should have a dramatic impact on the provision of 
Federal moneys and .the constraints that we impose ort States^Jor 
the use of thiat money. ^ ■ 

I just wonder if that is indeed happening or is your department 
providing any direction to departments that actually provide pro- 
grams and send moneys to the States; or do you send moneys to the 
"States to which you could tie some conditions to better deal with 
the issue of alcohol education during pregnancy and fuIfUljng pro- 
tein requirements? * • I *u 
r>r. Brandt. Well, we try to advise the Statea. Ar -ou know, the 
principle underlying the block grant is not to put an^ more condi- 
tions on the States. Jt's to let the experts ake the judgments.as to 
what is needed among their pedple. \n hat is what we are at- 



tempting to-let them do. We do provide them with information; we 
do provide them with educational material. And under the Alcohol 
Drug Abuse, and Mental Health block grant, a fair amount of em' 
phasis IS put on fetal alcohol syndrome as well as under the other 
programs that the States operate. 

Mr. Lkhman. I want to thank the panel for being here today. 
1 hose members who wish to submit additional questions for the 
record will be allowed to do so. 

We will noW call up the next panel. Dr. Falkner. Dr. McGaugh, 
On Ouellette. and Dr. Greenspan. ^ -J^ 

Dr. Falkper, we will ask you to begin and. Jf possible. surtimariW 
y^ur statement and the entire statement will be submitted for the 
record, and^ach of the other members of the panel, of course. wilL 
al^ h^ve their opening statements and then we 'wiJl *have Ques- 
tions. ^ 

Dr. Falkner.'will you begin. f . 

STATKMKNT OF DR. FRANK FALKNKR, PROFKSSOR AND CHAIR- 
f/IAN, MATKRNAL AND CHILD IIKALTH PROGRAM. SCHOOL OF 
PUBLIC IIKALTH. UNiVKRSITY OF CALIFORNIA. HKRKKLKY 
CALIF.; AND PROFKSSOB OF PKDIATRICK. SCHOOL OF MKDL 
CINK, UNIVKItSITY OF CALIFORNIA. SAN FRANCISCO, CALIF. 
Dr. Falknkr. Mr. Chairman. I would like to. if I may. Mr. Chair- 
man, summari/e various key issues in my statement. 

Since a healthy and happy outoomt^ for an individual child is 
surely the goal of those concerned with children. youtH and fami- 
lies, certain key issues in the achievement of this goal need pre- 
senting. 

/- Whilst birth is a dramatic important event for a mother, it de- 
tracts from the human biological fact that it is but one stotioh on 
t^i^i. i?^"'-*^''"^^^ ancient Chinese celebrated a 

child s first birthday at his or her time of birth. This recognized 
that perhaps the most imporUint year of growth—albeit short 12 
weeks of 52— had already occurred, though in utero. Thus gr'owtlf 
IS a continuum qnA starts iat conception. 

As an illustration of the importonce of this prenatol growth, 
which we think is so teTribly important, we can use the illuKtratiori 
of an infant of low birthweight; I am sure the comlriitU?e realizes 
that the international agreement is to call any baby born alive 
weighing 2.500 grams or less an infant of low birthweight. 

Not^all that long ago. we calked all such babies premies, or pre- 
temr babic». and we now know that is inaccurate, that there are 
dinerent kinds of infants of lovy birthweight, not only.of a scierilinc • 
interest but interesting bcK:ause of the different outoome for these 
different kinds of infants of low birthweight.* 

The two kinds are obviously the truly pre-term infants, the one 
infant born before 40 weeks, and therefore born, obviously, of a 
light birthweight. But there is another very importonf kind of 
infant-ofJow birthweight; they are known as small-for-gesUitional- 
age infants, the infant born too small although ho or she has been 
in the uterus for nearly the correct time. ' . 

Perhaps the committee would be kind egpi^jh to look at one 
table in my stotement,. it is table 1. on pag^e 2a. I don't wantr ihfi^ 



committee to feel that I would UK© to snow them with very compli- 
cated -vital statistics, but this table, if I could go through the key 
points on it. I think is rather dramatic and certainly shocking to 
me. The table summarizes the total number of live births in 1 cal; 
endar year in the world. . : ^. ^ r 

Let me say at once that these are estimates. Estimates from 
WHO are usually pretty good, but I >youldn't want the committee 
to think that these figures are absolutelx hard data cast m iron. 

You will notice, first of all. concerning infants ot; l0)v birth- 
weight, that in the developed world, there are apprqxinriately 1 mil- » 
lion born alive in 1 calendar year, whereas in the developing world 
there is almost a twenty^fold incruase.^ 20-plus million. That^ to me. 
is shocking statistic No. l. But even more shockmg are the esti- 
mates on the small-for-gestatipnal-age infants, or SFGAl. 

In the developed world. I think nearly all obstetricians would 
agr^ in their newborn nursery approximately two-thirds of the. in- 
fants of Idw birtHweight will be truly pre-term infants. On?-third 
will be those of smqll-for-g^tational-age. This percentage is widely 
found in. the developed world. You see in the developing .>vorld. the 
percentage of SFGAI goes up to nekrly 80 percent. 

The reason I would like to stress this, is that, as I will show you 
later, the outcome for the twp kinds of^infants are diilerent; but 
more important, probably one of the mcyor cauetes of SfXJALis mal- 
nutritioif of either the fetus and/or mother. Then if 80. that condi- 
tion is^learly reveretble. and it is reversible in many countnCT. 
which would, of course, considerably reduce the numbers of mlants 
of .lQw birthweight being born, and therefore reduce the infant mor- 

talitv rate o 

It doesn't matter vefry much being bom small, provided you get 
very good care in the modern vyorld and that your outcome is good; 
but you are, of course, at tremendous risk by being so small, lhat 
is why if it is preventable, it is something which really should be 

^°Some of you could be raising the question of the genetic factors 
operating in various countries, in various races, and ^ui order to 
hold that genetic factor steady, we in the Louisville twin study dis- 
covered that among many identical twins, who are identical,geneti- 

„ cally, some pairs of identical twins are born, w>thgrosslv different 

^irthweights One pair in particular we followed. One of the twins 
weighed half the birthweight of his twin, and was not a soKialled 
premature babjr because he had been born in fact at 40 weeks of 
gestation like his twin. ■ . ' . , . r * ~> 

• He behaved, however, like small-for-geational-age infants were 
thought to behave when a well-known study by Dr. Mary Cruise 
was carried out in Buffalo several years ago, showing that if the 
truly pre-term 6orn infant was given good eare; and did not have 
any congenital malformation, that infant by the age of approxi- 
mately 3 postnatal years would have caught up to where he or she 
would have been had they not been born too soon. ' 

I stress good care; ! stress the no congenital malformation. But m 
contrast. Dr. Cruise showed that the small-for-gestational-age, tirty 
babies fexhibited catchup early on jOst like the preterm baby, but 
then, W it were, i-an out of power and did not catchup. Being small 

. doesn't necessarily' matter, but it does mattei- if your head is small, 
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because the head contains the brain, and I shall dwell on that in a 
few moments. 

To return to that monozygous, or identical* twin pair we fol- 
loweS: One of the twin& behaved exactly like one of Dr. Cwise's 
small-for-gestational-age infants and did not catch up, nor has he 
ever caught up; and at the age of 16 he is 7 centimeters shorter 
than his twin brother. It doesn't matter because they are healthy, 
did well at school, and their head circumference was, in fact, the 
same all the way through their growing life. 

We have a collaborative study in the city of Montevideo at the 
Pan-American Health Organization Center for Perinatal Studies. I 
won't bother the committee with great detail of what the study is 
doing,; except that recently they announced their shialL-for-gesta- 
tionalrage infants all did catch up and. they were very prou(J of the 
fact that the Montevideo babies werQ doing better than the Buffalo 
ones. 

Could I ask the committee if they would look at the later crude 
illustration, for which I apologize, but which was done by hand in 
rather a hurry. On figure 1 on page 4a, I.wouldMike to explain 
what the boxes are. The boxes are simply a distribution curve for a 
particular measure, in this case weight, of all the full-term babies, 
the healthy, full-term babies in^the Montevideo study. 
;J^learly, then, if you are inside the box, you are behaving for th^t, 
measurement like a healthy, normal, full-term infant. Each dot 
represents an individual small-for-gestational-age infant.. You- will 
notice, of course, as 'you would expect, thatithey are all outside the 
-box at birth. Clearly, by the age of 2 years, for weight, they have 
all got into the box. This is why the Montevideo colleague's said 
that all their small-for-gestational-age infants caught up. 

If you look,^ please, at the next figure oii page 4b,' showing head 
circumference— a r-epresentative measurement of brain sizfe. 'You 
willf notice that some of the small-for-gestational-age infants are 
indeed alreadv in the box at birth and that most of them have 
gotten in by the age of 2 years, but that tfiere remain four outside. 

Again, to be repetitive, weight and length and height don't 
matter very much if you are deficient, provided you are healthy, 
but head size probably does represent brain development. 

Dr. Brandt, in Germany, recently and totally independently, 
studied in great detail the neurological development of her small- 
for-gestational:age infants and found, as we have now found, that 
there are in fact two kinds. There are those who do catch up and 
do w^U, and those who do not. Again, if it is Drain development 
that doesn't do well, we think this can be a very serious factor. 

I . have. concentrated rather much oii small-for-gestational-age in- 
fants. I wouldn't like the committee to thirjk I fed the pre-term, 
tiny baby -Is unimportant; Of course they are. If. they are too small, 
they are at risk; they are also immature ahd therefore don't have 
the appropriate immunological defenses. 

. ^ By reducing the incidence of prematurity and indeed reducing in-, 
cidence of small-for-gestational-age infants, we,, of course, will 
reduce 'the infant m^ortality rate by lessehing the number of infants 
of low birthweight which are at such great risk. I would like', to 
summarize, Mr. Chairman, if I may, by quoting from a forward to a 
recent World Health publication called Prevention in Childhood of 



Problems in Adult Life. The foreword is written by Dr. Angele 
Petros Barvazian, ©irector of the World Health Or^nization » 
family health division. In her fonvard she 

The remarkable progress achievecHn recent decades in means for the prevention 
and treatment of childhood diseases has unfortunately benefited only a relatively 
small proportion of the world's children. There has certainly been an overall reduc- 
tiOnRn infant and child mortality, but in most parts of the world— in the developing 
counttiies. particularly— the rates rerpajn disturbingly high, with Wnking disparities 
both tetween countries and between areas or populiations within countries. Of some 
122 million children bom annually, 12 million die before they reach their first birth- 
day. Yet this figure, disquieting though it is, tells nothing of the sad reality await- 
ing the many millions who survive to become the victims of ill health brought about , 
by a host of adverse socioeconomic factors, most commonly assodati&d with'malnu- 
trttion, infection .and closely spaced pregnancies, or who fail to develop to their full ^ 

Another activity * * * was WHO's promulgation in 611 .countries of the 
theme: "A Healthy Child, a. Sure Future." That theme is subsumed in every page of 
the present book, which addresses itself to many important aspects of the very wide 
issue denoted by its title. ^ . . ' . * 

Much of what is said reflects the increasmgly general acceptance in recent dec- • 
ad^ of the view that preconceptional factors and conditions during fetal life and 
early infancy profoundly" fnfluence the physical and psycho-social' development of 
the child and ultima'tely the health of the adult. Amon^ the most important early 
influencesi is the environment of the family, the ba6ic social unit. 

I would like to close, Mr/ Chairman, by suggesting that if an 
infant escapes being an infant mortality statistic and survives, 1 
am pleased that that infant survives. But I am not pleased when 
an infant survives who is damaged, and is not intact, because he*or 
she will develop into an unh&lthy adult. That is why I would like 
us .to concentrate very much, on the prenatal period of growth in 
uterOi 

[Prepared statement of Dr. Frank Falkner follows:] 

Prepared Statement of Frank Falkner, M.D., F.R.C.P. 

I ' 

FETUS lAsQ man: key ISSUES IN OUTCOME AND PREVENTION 

Since a healthy and happy outcome for an individual child is surely the goal of 
those concerned with children, youth and families, certain key^^issues in the achieve- 
ment of this goal need presenting. ■ 

Whilst birth is a dramatic important e?vent for a mother it detracts from the 
human biological fact that it is bjit one station on the human growth "ne. The wise 
ancient Chinese celeb^rated a child's first birthday on his or ner time of birtii. This 
recognized that perhaps the moSt important yeacof grqwth--albeit short 12 weeks 
oFsl— had already occurred, though in utero. Thutf growth is a continuum and 
starts at conception ' ' ' 

As an illustration of the importance of this pre-natal P?ri«i<>f f^JJ*^^^[f, ^ 
turn to the area of inffuits of low birth weight, and glean, with Hpnefit, some helpful 
information from data gathered ia the developing , ■ 

Not all that long ago, infants who weighed 2500 gms. or under at birth, were 
called "premies" or prematurely bom infants (PTI), Of recent years, we have found 
that such infants of low birth weight (ILB) are by no means all^P^^.to? 
for4eSational.age-infants (SFQM) those .bom too sma^l: thfet is they have re- 
mained in iitero for near, or the. correct, timeyet aj,"^^^ „ Wo„«. of 

It could be said that the above is of scientific interest only in that ILB, because 9f 
' their smallness, are at great risk in the neonate p^od^hatever the f^Jj^l}^}^ 
. smallness. This over simplification is indeed tme, and reducmg tiie number of lUJ 
bom will lower an infant mortality rate-whatever the wiuse. Added to this, howev- 
er. is the difference in outcome for different groups of ILB. > *^ /iL« 

• 'The vital statistics shown in Table 1 are rather shockmg and gjve ^^at^ (from 
my colleagues at WHO) of the totid world Uve. births estimated m 1975, of which 
22,000,OOCl were ILB; 21,000,000 of those infants were born in ^he dkjrelop^ 
over a milUon were bom in the developed world. So. there ^l^^2:^^\i^''!^lr ^ 
the number of ILB bom in the developing world. That is the fii$t startbng statistic. 
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The second is more shocking, biit interesting scientifically. The proportion of ILB» * 
eS^fJ® PTI in the developed world, is roughly two-thirds. Thus, about one-third are 
SFGAI. Exactly the reverse occurs in the developing world, where almost 80% of 
those falling into the ILB category are SFIGAI. The reason this is so shocking is that 
presumably one of the factors involved in the causation of SFGAI is almost certain- 
ly malnutrition— either fetal or maternal. Therefore, many of those infants who are 
born SFGAI and hence at rigk. are the result of a condition that can be reversed. 

More appKcable to the developed world, it is apparent that heavy sn^ing moth- 
ers during pregnancy, and those who do not gain appropriate weight, afe examples 
of reversible causation of SFGAI. 
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A. .Total norlo live bihths 

■ ■ V 

6. Total morld I LB 

(RANGE. ACCORDING 
TO POPOLATIOtj) 

C. Total kvclopin^ morlo births 

(85X of a.) 

D. , ToTMr^VELOPED MORLO BIRTHS 

(151 OF AJ 

Total IL£ in developing world 
(18X 0F C. ) 

F. TOTAL^ILB IN DEVELOPED morlo 

(5.5X OF D.) 



Percentage of ILB in developing 

MORLO THAT ARE S6AI • 75X OR ... 



Percentage of ILB in developing 

MORLO THAT ARE PTI -.2SC OR . , . 

Percentage op J LB in developed 

MORLO THAT M SGAI - 33X OR . . . 

Percentage of ILB in developed 

MORlD THAT ARE PTl ^ GfiX OR .... 



J37.000iOOO 

22.000,000 
(16X) ' 

116,500,000 

1 

^ 20,500,000 
20,909^ 
1,100,000 
15,600.000 
5,200, 



,200,000V 
365^000 



725,000 



Netet I«fai»» M«»«»iy, 1972: ■ 9> (>OHa» 16-l»)f U.S.A. ■ l«. 
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Abbreviations: iLB=Irifants of Low Birth Weight 

P*I»I=Preterm Infants . " ' 

SFGAI=Small for Gestational -Age rlrifiants. 

• . \ ■ .... 



TABLE 1. 



AB regardB ''all important outcome: First ^i-word on growth velocity. \^e are used^ 
to thinking in term? of: human size achieved at various ages. A more important con- 
cept is that of growth yelocity-~rate or speed of growth af various* ages. JSvo exam- 
pi^ at opposite ends of the spectrum are a) zero growth velocity. Growth has ceased 
and if this occurs during the normal growth period, it clearly signals a serious im- 
pairment in need of investigation. By contrast,- b) so called "catch-up growth" is a 
phenomenon whereby an individual grows notably faster than "normally" in an 
effort, as k w^, to make up for'a previous deficit. 

Cru'se (1973) in Buffalo, did a good longitudinal study for the first three years of 
life of ILB and full-term infante (FTI) in her clinic. She demonstrated that PTI who 
were not suffering from any congenital 'malformation and were given first-class care 
tod, on average, exhibited catch-up growth and achieved the same mean size as a 
FTI by 3 years of age. 

By contrast, the SFGAI exhibited marked catch-up an the first 18 months of -life 
(as did the PTI) and then the catch-up process and fast growth iSte ended. THera- 
fore, by the time SFGAI. were 3 years postnatal age, they had not caught up to the 
^^FTI. those, though pyer-simplified, were CruiseVfindings. — 
. A ^study of identical (monozygous) twins (Falkner 1978) showed that even Svhen 
holding the genetic factor and influence the same (as of course they are in identical 
twins), one twm wM.bora a SFGALat 39^weeka 'gestetiorioweighing half the bifith - 

and"although liealtfiy at ft yea^ of age i? considerably smaller in body size thto his • 
FIl twin. Surely not of importance if both are healthy? BotH perfonhed similarly ; 
and well in school performance and their head circumference groWth was similar 
and did not 'exhibit notable size differences. This leads to furttier potentially impor- 
tant ;cohsiderq|;ions. . ^ •■ ; ^ "' ' ^ ' V ^ - n " 

A ireviewjpf some data from the Centro LatinoamericanO de Peiinatologia, Monte-> 
video, led lis to the realization that, in fact, there is almost certainly a distribution 
curve of SFGAI, with both ends demonstrating -either, good catch-up and qutcbme or 
no catch^up and poor outcome. Could it be that Cruise's sample was biased in that ; 
her SFGAI sample contained a preponderance of poor-outcome iiifednts? 
: Figure I shows the growth pattern of individuar SFGAI (rep^^esented by separate^- 
dote) for body weight. The boxes represent the distribution curve fdr weight got FTI 
in the Montevideo sample. All the SFGAI have indeed entered the box by two years 
of age exhibiting the reverse oferuise's findings in Buffalo, 

Figure II shows, by contrast/that some SFGAI for head circumference are already 
in the box at birth, and four individuals did not exhibit sufTicient catch-up to enter 
the box by two years of age., This can profoundly influence outcoine, for head cir- 
cuniference is a good indicator of brain growth—pairticularly over this critical 
period of brain development., Such critical periods will be addressed by the expertise 
of a colleague later-in this record.. • . , — - - - • " 

Thus we founds the Montevideo comparatively small sample- was biased in the op- 
posite direction to the Buffalo infante, in that the^pre-ponderance in Montenvideo 
was of SFGAI destined to do well, hence causing the better outcome average. Figure. 
3 shows the poor outcome for head circumference of tow individual SPGAI. num- 
bered S& 7. , t • ; 
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Now we feel thero 18 a distribution curve for SF6AI as regards good or poor outr 
come. Brandt (1978) in Germnny, in some sophisticated longitudinal studies of neu- 
rolbncal devdol^ment disoo^ecM, independently, that among her small group of 
SFGAI in the firet 2 years of life; there were those who elxhibited a deficiency m 
neurological development compared to another groups that did not. This: again em- 
'pfiasixes that whilst size may not be all that impor);ant,.neurological*meht^ dew^^ 
opment is clearly sa • . ' . . ; ^ « , ^i. -.t * 

i An immediate goal to be pursued is momtonng of fetal prenatal growth so that 
predictiims can bef made on fetal outcome and the relation^p of such tb.environ- 
imental iailfl gedetic factbrB acting upon: the mother, examples^being nutritional, m- 
fectibus' disease, poor kldkl conditions, and drug labuse. With the iadvent df^ion-^inva- 
sive iUtra%6nography wd ! sequential post-niatel follow-up, the goal can be achieved 
i : and dausative factors tHat aire reversible eliminated. : i- ^ ^ ^ 

'Ti ^ i The center of this discussion-havini; been to this stage the SFGAI, this should not 
! i H i l«d to the assumpti^^^ the ILB who is a PTI is not so importantj^The;PTI,din ' 
: addition to being tiny, is also immature and a notable proportion of whom will be 
' bor% wiUi a cbngeiiital defects). Thus intensive investigation is needed into the cau- 
if H ^ sation of pr^maturi^i the successful treatment of such woiild markedly reduce an 
fU infant mortality aiid infant and childhood morbidity rate. 
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PTIaPretcrm lifrfant 
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As ah overview, then, of human growth, not forgetting the prenatal precursors, ai 
healthy infant aeems destined to seek an individual velocity curve. Once growth is 
progressing along this curve, it is not likely to be deflected K>ermanently unless the 
environment Sx^mes. and remain^ inadequate. Various impairments to gro^nith may 
cause the velocity to fall below the level of the curve, but with the impairment re- 
moved and suitable intervention, catch*up, growth can occur during whicb the veloc- 
ity will rise above the level of the, curve to compensateXor the eanier showing down 
or cessation; If the impairment is severe enough, or operates over k Ungthy period, : 
catch-rup growth will not: occur. This is of crucial importance when certain organs 
and systems are; going tiirough criUcal peri<xis of development For example, for the 
brainy this' is finom ismout tibe thirty-second week of ; fetal i life to about the second 
postnatal year. Lack'of appropriate^envirohmentcd fa^ or impairments, during 
this period may thrai cause rMuced or defective; growth of the brain, with no catch: 
up and brace aniinieversible imr^ ultima resulting in a greater or lesser defl; 
ciency in the jnental performance Of the a4ult. ' • ■ ; r : 

i We often in good faith imd the best ^of intentions launch in^ for 
the hoped for beneflt of deprived and non*intact infants: Such intervention post-na-. 
tally is all too gftra sadly too late. ; 

Perhaps the meet cohtnbiitory ' way of dosing. thiar statement is to quote from a 
^ recent trctnchant-Forieword: to af W JI.O* pubbcation Prevention in Childhood of 
Adult Problems in Adiilt Life (Falkner 1980), by Dr^^Angele: Petros Barvazian; Direc- 
tor of WiH:0.*s FiunilyHcalthDi^ ' '':/• 

l'\ : f 'llie ^remarkable. prbgiM in nieans for the prev(^QUon 

and ftmtmeht^of cmldn faas uhfoitunately ; beneflied only a relatively 

: smAilpirbpIni^ the ^irorld'slchildren. Tl^c^^^ been an overall reduc-t 

; tipn^in infant and child liiortality^ but in most pails of the world-rin the developing - 
; countries; pB^cularlv'^ rates remain disturbingly lu^v^th' strikii^ d^^ 
- both between couhtnes and between ateas! or popumtio^s within cbuihtnesi Of some; 

* 122 million children horvt ahnukUy, 12 miUion die before they reach their flr« 

f day.: Yet this figure; disquieting &oug^ it iis^ tells nothing of the rad rt^iiv a^aitp 
ing tiie many millions who survive to oecoine the victims^ of ill health :broiurhtiabout 
by a host of adverse socichecononui; factors, most commonly associated with malnu- 
tritibn,' infection 'and cl<»ely i^»oed pregnancies, or who fail to dev^p to their full 

; potiratial^ ^ ^ ^ ■>■[':'.' . \ . . T' ■' 

Anoth^ activity . . I was WHO'sjpromuljg^tion in all countries! of thie thieme: "A* 
Healtby Child, A Sure Future." That theme is subsumed in eveiy page of. the 

; present book; which addresses itself, to many important aspects of the very wide; 

rissue' denbt^- by :ita title.' > ^ , ^ ^ d ■ 

' ' Much of what is said reflects the increasingly general acceptance ih .recent dec- 
ades 6f theAview^fhat/preconcepUonal factors and conditions during fetal life and 
early ihfancy profoundly i influence thfe physical and peychofiocial development of 

\ the child: and ultimately the health of the adult Amo^^ the most important eai^ly 
influences is the environinent o( the family, the basic social ^m^^ 
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; Siy^lii^ye got to rece8S:^fo^ 10 minutes to go over to the, House 
■■"'"^ [RecessJ ' - : 

; [Informitttioh requested by Hon. Thomas J. Bliley, Jr.» follows:] 

Congressman Thomas J. Bliley, Jr. has submitted the following question to Frank 
Falkner, MJ).; for the record: 



. ^ . ... 

You have pointed out that 66 percent of low birth weight babfcb in the developed 
world are truly premiiture and only the remaining % an d 8mal E(for giegtational age. 

This fact^uggests to me ihat by focusing our prenatal progr^STprimarily on nu- 
tritional needs we are targeting our resources toward one-thinl of\the "at risk" pop- 
ulation, but giving ihe two-thirds of that population len attention A ^ 

I imderstand that the .causes of premature birth are not linked pnmarily to nutri- 
tion, but to other facts both medical and non-medical. Could you^addre8s this sub^ 
ject?. • , ■ ' \ . 

UNIVBMnY-OF CaUPORNIA, BKItKKLEY, ' • 

- Berkeley, Calif,, Auhist 23, 1983. 

Hon. Thomas J. BuLBY, Jr., ^ , / 

Member, Select Committee on Children, Youth, and Familiesl \ 
U,S. House of Representatives, Washington, RC \ 

Dear Representativk Buley:.! am grateful for your interest, convened to me by 
Congressman Miller, and am very happy to address the important question you 
raise.-. ■ • ' i' • - 

I had pointed to the much, much higher percentage of small-for^gesiational-age 
infants (SFGAI) in all infants of low birth weight (ttB) in the develomng world, 
when^eompared with the one-third in the developed world. I did so to illufttrate that 

"since ' materrial-fetal undernutrition is likely\a mcgor factor in the caiisation of V 
SFGAI, that condition is reversible. Thus in poek«ts of the^ 

such conditbns and percentdges.may be similar, SFGAI may bo largely pr^entable. 
; ILB are all at risk whatever the. cause; and since 66 percent are ti:uiy pd^mature- 
ly bom in our devc^loped world, the causation of prematurity must be nlost vig- 
orously sought I perhaps did not stress this enough in my presentation, which was 
. an unintended omission. This may be due to the fact that we have many clxiA about 
causation of SFGAI (example: undernutrition), but virtually zero on the etiology of 
prematurity. The attention, thien, on the 66 pefcent of that population is to fiiit fmd ' 
out how prematurity can be prevented. ' . y , . = 

I hope this answer is helpful and demonstrates, too, my unintentional erirors and 
. slant. ■ ■ \ , . . 

Yburs very sincerely, . \ 
^ . ' " Frank FALKNEk. 

Mr. -Lehman. The committee will now come to order, and the 
next gentleman on the panel will be Dr. McGaugh. A 

STATEMENT OF DR. JAMES L. McGAUGH, PROFESSOR OF PSYV 
CHOBIOLOGY» AND' DIRECTOR, CENTER FOR THE NEUROBIOA 
LOGY OF LEARNING AND MEMORY, UNIVERSITY OF CALIFOrA 
NIA, IRVINE, CALIF. . - \ 

Dr. McGaugh. Mr. Chairman, members of tKe committee: I am \ 
pleased. to be here to have\this opportunity to tell you a little bit \ 
about recent neuroscience research concerned with the develop- ^ 
ment ,of the brain and, in particular, /mth a focus on the implica- 
tion of these findings for the development of cognitive process; that ^ 
is, the processes that allow us to learn and. remember and uiink, 
and so forth. 

Now, there has been much of discussion todav about the develop- 
ment of the: child and the development of the brain— and we have 
even had it pointed out that the brain is located in the head, which • ! 
saves me a little time in my presentajtibn— — * ; 

Chairman, Miu^. Maybe we should go over that again. 

Dr. McGAtJCH. The purpose of having a btain is to provide for 
plasticity; for us to benefit from the experiences that we have to 
learn imd to^ reoorember. . i - r 

This is an absolutely key aspect^ because it is through Ic^rnine^ 
that^vi^. become what we are. Eveiything that we are as himifimSi 
being^ depends upon things that we have Teamed and remembered. ^ 
That IS what we are. 'All of our memories, in the first instance, all ? • 



; of bur 'hopes^'our plans/ ouf dreams, our talents, and so on are all 
: ftindaxhenteUy based on' things that w acquired witH experi- 

ence that we have had. That^is why it is -so fundamental to underr 
stand the brain^ becaxise the' l) is the organ of the body which 
aUowsalliof these tWhga to happ^^ 

^ Now, the second point is, as we already aiow, that the brain is. 

ncff"giveni» us all at one time but the brain develops fimd devel<^^^ 
: over a long period of time.: are a number of staiges in the de- 

vdppmenti of tie\brisuh,*to 

that each of the^ stages iii-bram develojpmjiEfVbua what has 

beea developed; bcifbre^y so ybuj^havg:^^ of factors. If 

there is :a bM brain ^ly ine^^ wUl be a bad brain ; 

• 'later in^develbpmienti and al^ in d^irelopmehti^beca^ of 

ivthe Btaras builds the ; early fetage. " ; • • ; A 

i ABotiher point that Fwant to make is that the brain islji higWy 
plastic (Mgaia; tiurf it has^ f3ri change,: iem^ it retains 

that capEtdty ti^ life. That^^ of aj^ of 

huxnah beings tiiei* ji6 still brain pliusticity. I <Sm i 

= But it is ialso the lease that train; plasticity is the Igreatest early, in 
life. 'So the bppbrtuluty to iiifluehce 

\ tion ^d \then its ultimate developnaent^ is greatest early in life; 

i "starting prenatdly and then in early child^ - 

^ Now, there are a number of/ ^1^^^ say; normal influences as opi- 
iposed to foxic influenced, and so forth, that aref invplved in br 

1 : development The first of these is imder genetic control, the devel- 
opment fundamentally of the cells of the brain. The cells of the 
brain dev^op in most regions of 4he brain by the time of, let's say, 
1 month before birth.^'So when we have birth minus 1 month, we 

: have moet of the cells that we now have in our brain, although 
some of us had begun to lose some^particularly after the age of 
25, we begin to losexells" — 

Now, the brain, however, is not complete at that time. The bram 
continues to grow and develop and reaches an adult size at about 
the age of 7. It is abdut 2% times the siie at the age of T that it 
was at the time of birlii. No more cells— that is not correct; not 
very many more cells are developed. There are a few r^ons of the \ 
brain that .continue' to develop after bjLrth, but that is a small 

^ number of ri^pns. But not many mbrerbeUs are developed 

A What happen^ is two things. One is there is a growth of the path- 

' Wys; connecting the various regions of the brain; that; is, geto 
the cells to with ^each other. And then,- beyondjthat, 

' -to develop the synikptic cbnned^ons;, that is, the; connectioris among 
the nerve 'cells; the places that nerve cells actually talk; to each 
other. : Now, it is this latter process, the deydppraent of thte connec- 
tions between the nerve C611S, that continues throughout life, -con- 
tinues to; develop forever, at this very moment, and in the veiy 
brains nght now ;fifyimi[^ are being developed. V i * : . 

Nowi interventions at any time in the development ^ul produce 
cbnsequehoesi We have heard labout {the Fetal' Al(»hol Syndro 

V ahd a iriumber of TOttditibi^^ 

i^ femts: ! would like itb focWfor a moment oh jsoibething'that nmy be ' 
^ ' leib bbvibiis Ibut ; perhaps equsdly or: maybe- even inofe; impoitant. ; 
i i That is the role of environmental experience on brain development. 



It isj^r^e case that these processes of braiii development are 
entire^ endogenous. It is not to say that the development of the 
brain is like a Jiapahese flower which just unfolds in a preformed 
fashion. There is some unfoldiijg over a preformed fashion in the 
making of .the cells that are going to be the constituents of the 
brain, but the nature of the paiJhways^d the nature of the. con- 
nections depe^id upon the environmental. influences, hormonal in- 
fluences and other influences the brain is subject to. 

I would like to give you a couple of examples perhaps that will 
illustrate this. One example is the development of the visual 
s>n3tem, because this has been so dpqiiently worked out. In studies 
with laboratory animals, it has been shown- that i&iimals are;de- 
prived of certain kinds of complex patterns of-visual stimulation 
while they are developing in the early st^es of their developinent, 
they will never be able to see those, patterns later in life. That is, 
the absence oPthat stimulatioh at a critical period of the brain's 
development results in a brain which is forevermore absent in the 
ability to perceiye that complex stimulation which wasn't there. So 
here is a long-lasting,permaneht effect on brain development that 
comee simply from environmental stimulation. 

Secohd, ! there are now extensive studies showing that the de- 
tailed sth^ture of the brain in laboratory animals depends upon 
the kind otNenvironmental stimulation that animals have, pa^icu- 
larly when rhey are young. In these ; experiments, animals-^they 
are usually, ratl&. but they can be all kinds of animsjs; it has been 
done with squirrel;^ with cats, with most of the laboratory animals 
you* can think of—^^ reared in different types of environments. 
Some are put<^into normal laboratory cages; some are put into labo- 
ratory cages that are devoid of any sensory input— they isure like 
prison cells; and a, third group ordinarily is put into a laboratory' 
environment that has slides and swings and colored objects and 
balls to play with, and tinker toys and eil the things you dan imag- 
ine— ^the best environment that the University of California can 
provide for developing laboratory animals. These experimehts were 
done, by the*v/ay, by my colles^es at Berkeley not too maAy years 

Now, what happens is that after the animals^ are reared and 
their brains are analyzed, it turns out that the brains are really 
very different. The^bmihs of the animals reared in the complex en- , 
yironments are larger,* they are heavier, the^^ brain cortex— which 
is- the outer bark of the1)rain and th^ region of the 'brain most 
highly developed in human beings^is thicker, and, most impor- 
tantly, there is ah increase, dramatic increase in the nuinbej^ of 
synaptic conl:acts; that is, in these animals that have been expiosed 
to enriched environments, the number of cellular coimectiops is 
greater. 

I think tiiat is the bottom line on this: They have a brain that 
has been wired in a more complex fashion as a function of just a 
modest amount of environmental stimulation in comparisoi) with 
the normal animals and, ev^n worse, the comparison with the ani- 
malQ that have been deprived, whose brains, by inference, are 
smaller and less complex, and dramatically so. | 

Now, I want to emphasize tb^ts^he plasticity of the brain, as I 
have said earlier, the ability to xMke these connections, does not 
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disappear as the animals develop. Indeed, very old animals can 
make nevf synapses. TTiat is, the connection between nerve cells, 
tliey make them much more inefficiently, infrequently, and theij 
pattern of wiring'is much less complex. Now, these effects can have 
some really long-lasting effects on development that-are seen later 
in life. 

Let's go back to something that was mentioned this morning, ' 
phenylketonuria, which is a genetically based disease which has 
the consequence of having children who are unable to metabolize 
the amino acid. Phenylalanine in high concentration is toxic to the 
brain. If nothing is done for these children, then their brains do de- 
velop abnoryiially, they will be mentally deficient. 

A number*^of years ago it was shown that it is possible to rear 
these children on diets low in* phenylalanine and the children can 
develop rather normally; that is, the disease can be attenuated ' 
quite a bit through dietary control. The point I want to makf here 
is in the case of phenylketonuria,_the^mentalniisa seen 
early on 8Sia~ltri54astin^=ifTi0tffin^ done. 

There are other effects on the development which I would like to 
refer to as time bombs, in the sense that they are set by conditions 
that occur early in life, but one doesn't see the consequences until 
hiuch later in life. So they are not so obvious. They are the ones I 
think we should be concerned about. They may turn out to be more 
difficult to understand, but in the long run they may have p;eater 
effects. ^ ^ -i n 

Let me divert for a moment and give you some examples from 
some laboratory animals which will illustrate the point. Then I will 
return to the human exampler-l^would like to give an example 
from the development of birdsongs in the White Crown Sparroiys, 
which grows in norlhern California, in the bay area, and perhaps 
Congressman Miller has seen White Crown Spairpw^JnJii^^ 
borhood there. * -^T 

Now, the WhiteJUrown-Sparrow is interesting because the song 
thatjt singsaswiadult is a song that it hasletyrned when it was 
itffiTmfent. It leartis this >yhen it is very young, when it is a juve: 
riile, and does hot sing it — only listens to it. Later on in life, when 
the bird is matured ^d the hormones appear, then the hormones 
elicit the birdsong which was learned early in devebpment. If that 
bird is not allowed to listen to a correct song, or if it is taught, it 
listens to that, an incoirect song, it will never be able to sing the 
correct song ia-adulthood. That-is, the brairi.get8jwired.in_ajd^^ 
ent way and there is no therapy for it. It is all over. 

You may say, so what; this is a bird. It may also interest you to 
know that the birdsong is latecalized in the bird; that i$ to say, it is 
located in - the left hemisphere just as language is in the left hemi- 
sphere of huipans. One', I think, has to be caused to wonder >vheth- 
er there are some analogues between the J^arnine of this Jdnd of 
language in the bird and the^ learning of this kind of language in 
the human. It is probably not an accident that children leiam most 
of their language" by the time they are 5 years old. Rememl>er, the 
brain is com^etely developed by the age of 7. . 

I would sffimit that in all likelihood there are critical penods for 
the development -of language which have not been addres3ed sys- 
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tematically. Now let me give you a rouple of examples more neuro- 
biological v/hich I think are interesting and hav<» g\3at implication. 

There are a number of ^structures within the brain that are 
known to be importantly involved *ir learning a nlemory. One of 
these regions is in a lumphic syp^em and it is called the hippocam- 
pus/ You do not have to rem*?mber that. I should tell you what the 
structure is. 

In laboratory an^'mals, in some cases if lesions are made — chemi- 
cal lesions are made by reniovting heavy m tals from certain cells, 
m the brain.' these bi*ain cells require z nc for correct functioning — 
if the zinc i^ reir >ved during the early stages, no effect is seen on 
the behavior until much later in life. 3n the animals are 
mature, then they have defects in their ability to learn and remem- 
ber. The reason that the defect was not noted earlier in life is 
simply because these structures are not required for k^arning early 
injure. They don't develop until later. This is one of the regions of 
the brain that develops after birth of the animal , rather than 
before. 

So here is a delayed time bomb effect. Something is done to the 
nervous system early on; no defect is determined. Later on when 
that system of the brain is required for functipnihg. the animal has 

^ a deficit in its ability to learn and remember! Now I point this out 
because of som^ very recent studies that have been done both at 
the National Institutes of Mental Health and out an California 
showing that- in the human brain there rre different neuronal 
structures that underlie idifferent kinds of learning, and I will not ^ 
go into detail here ..but I can do it simply by saying that it is pretty 
clear now that the systems" in the brain that underlie our learning 
of factual details, that this happened at this time, that this is going 
on at the present time — for example, your memory of the brain 
structure hippocampus and so on— that memory system is' a differ- 
ent one from the memory system that enables you to learn to 
write, to drive a car, to pUy,tennisand-so on. . 

The learning of skills is very different from the learning of factu- 
al information. And it turns/out that the hippocampus is a very im- 
portant structure involved in the neuronal system underlying the 
learning that things happen, of events^ of times, and so on. And 
one would want to pay great attention to the possibility that early 

... conditions may have effects oh the hippocampus, in the develop- 
ment of the hippocampus, which will show up later in life as disor* 

ders in learning and memory in child ren.. . 

Let. me turn to a couple of disorders ifTchildren about which we 
don't know very much and about whfch we should know a lot. 
First, autism — I will mention it briefly. You are no donbt familiar 
with a very debilitating childhood disorder, autism, ia wh>».Ii we 
are simply unable to teach the children very much, and they are a 
heavy load on parents and on our society. One, I think, has to ask 

* the question: What are the early influences on the jievelopment of 
children which lead to the autistic response? And we simply cannot 

Another example is the attentiojial disorders in children's sys- 
^ms called hyp^rkinesis. You may have heard about this and you 
may know it is a disorder which is s^n very extensively. It is a 
■ major problem for parents and if is ' a horrendous problem for 
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schools, because these children in many cases are hyperactiveVin 
all cases, have attentional disorders. They cannot attend to things 
for a very long period of time. 

It is assumed that the disorder is caused by early small brain 
damage. As a matter of fact, when it was first noticed it was called 
minimal brain damage disorder. We don't know what causes the 
disorders, these attentional dii^orders. We need to know a lot about 
them. Presumably, early conditions, early treatments, early influ- 
ences are responsible for this disorder. . \ 

Now, in this case, unlike autism, something can be done. There 
exists a number of drugs that can be given to children with disor- . 
ders of attention; and they are moderately feffective. AH of these 
drug^ are central nervous system stimuli.. These . children who 
have them can be brought under some kind of control ordinarily 
through the use of drugs. In the case of autism, there is no therapy 
I, as. yet, know for that. 

Now, are ihere learning and memory disorders in adults that are , 
related to early development? We simply don't know. Are there de- 
layed symptoms like the ones I described for the animals? We don't 
as yet know very much about the causes of Alzheimer's disease. It 
is possible that Alzheimer's disease results from some early inter- 
ference with the developmental phase in the brain and then is only 
seen later as a bomb that is going off having been set. early in de- 
velopment. We simply don't know.. We need more research to. find 
that out. 

Can something be done? Well, like the treatment of children 
with attentional disorders, I think that within a fairly short period 
of time — meaning a decade oi^ two— there, might „be_ some therapy 
for the treatment of disorders of learning and memory in adults. 
Much current research focuses on hormones and their influence on ; 
learhing and memory. My own laboratory investigated the effects • 
of hormones on learning and memory in adults and einimals, and 
also in very old animals. We are working with a straiin of rats, for 
example, that learns quite well when .they are aged but forgets 
. very quickly, as many aged adults do. 

We find that we can alleviate this disorder or we can, if you like, 
eliminate the memory problem in old laboratory animals by treat- 
ing -them with the right kinds of hormones at the right time. This 
kind of research suggests a possibility that even if there are such 
time bombs, it might be possible to alleviate the difficulties, at 6 
"ieastrto some extent, later on. ' 

Now, let me summarize by giving ^^ou what I think are some of 
the implications of the kind of work that I briefly summarized 
here. First of all, I think that there is abundant evidence of critical 
periods in early development of the brain and in the development 
of behavior, particularly cognitive behavior, that results from -the 
development of the brain. I believe that we need to do what we can 
to prevent the disorders which are now understood and, for exam- 
ple, in the case of phenylketonuria, much has been done. 

There is automatic serening. A routine screening is done of in- 
fants for phenylketonuria. I don't know how much is^being done to 
insure that early in childhood that children are exposed to the 
right kind of enviromhental stimtQation. I don't know if, say, the 
latch key child is being subjected to the same kind of environment 



that laboratory animals reared in deprived environments are being 
subjected to. I think it is a very interesting question, because. If 
they are, you can certainly expect there will be long-term cognitive 
disabilities J:hat will result from that deprivation. So the Recom- 
mendation here is to consider more prevention for those disorders 
which are now understood. 

Second, we need more research concerning those disorders that 
are not understood, research of two kinds. One concerns the mecha- 
nisms. In autism, for example, there seems to be good reason to be- 
lieve that that is a developmental disorder. It is a Very debilitating 
disorder, and basic research is needed on the underlying develop- 
mental cause. Second, more research is needed with regard to the 
potential therapy or treatn^ent of disorders after they occur. 

My final point is that these days, quite properly, we are hearing 
an awful lot about the importance of education, and the medians 
full of questions about what is going to be done for the sorry plight 
of national education. Let me remind us all that when we talk 
about education, we are talking about the brain, because the brain 
is the organ of education; and education absent a good brain will 
not be very effective. 

I think that it is in our best interest to get the most out of our 
best national resource, which is a healthy brain that is developed? 
adequately. 

Thank you. 

[Prepared statement of Dr. James McGaugh follows:] 

Prepared Statement of James L; McGaugh, Department of Psychobiology and 
Cent£R-por ti.-s Neurobiology of Learning and Memory, University of Cau- 
FORNiA, Irvine 

Mr. Chairman, Members of the committee, I am pleased to be here. I thank you 
for the opportunity to discuss^.Mdth-^you someTindings of neuroscience research 
wbkhjbavejmportantriln^ for child development. My remarks are focused 

on research concerned with the development of cognitive processes. 

Let me .begin by emphasizing that our abilities to learn and remembef are our o 
most fundamental human capacities. One of the most obvious facts of experience is 
that we are changed by our ex^riences. We leam to walk, to speak, to; read, to un- 
derstand and to think. Our skills, our hojptes, our plans, and our decisions are all 
based on our ability to learn and rc^member. It is al^ important for me to empha* ^ 
size that- all influences on our cognitive abilities directly aflect how we behave and 
what we may achieve as individual human beings. 

The brain is our most important organ. The brain processes information provided 
by sensory stimulation, that is, from the eyes, the card, the skin, and so forth, and 
the brain coordinates and directs our xesponses. The nature of the information proc- 
essing and the coordination of responses depends, to very considerable extent upon 
influences that shape the brain's development. I would like briefly to summerize 
some of the main features of brain development ahd to inducate their significance 
for the developmen^^of cognitive processes^ 

It is essential to recognize that the development of the .brain involves many brain . 
systems and that th'ere are a number of developmental stages. Tlie early^stages of 
development are of critical importance since the processes developed in early stages 
influence all subsequent development. Each stage of development is built on the re- 
sults of earlier stages. It is also important to recognize that the brain ia a highly 
plastic organ. The organization and the functioning of the brain continues to changi^ X 
tlyx>ughout the lifespan. But, different processes underlie plasticity at different - 
stages of life and thQ degree of plastidty generaUy dereas^ 

The initial, development of the bnvin is rapid. The cells in most regions of our 
brains were developed a month or so before we were bom. By the age of 7 our 
brains were about the size that they are now— more than double the size of an in- 
fant's brain^.For the most-part, postnatal development involves the development of 
the pathways connecting different brain systems as well as the specialized systems 
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for communicating between cells, referred to as synapses. Conditions which influ- 
ence the development of brain cells will, of course, fundamentally affect the subse- 

3uent development of neural pathways and <»nnectiohs between celto. Eurly bram 
evelopment is r^ulated by genetic systems /and is markedly affected by hormones 
and other biochemical influences including diet and drugs. Studies of la^wratory an^ 
mals indicate .that the brains of males anc^females are anatomicaUy different^d 
' that the differences are due to hormonal influences early in life. As the brain devel- 
ops it is h^hly sensitive to influences resulting from environmental stimulation. In 
fact, the development of brain systems ilepehds critically on senspry stimulation. 
Studies of the development of the visual ^system indicate that the patterns of stimu; 
lation that the brain sees early in development determines what patterns the bram 
will be able to see later in development. Restrictions of patterned visual stimulation . 
produce lasting deflcits in perception. It seems highly likely that these principles 
based on visual perception will hold for the development of other abiliUes. Available 
evidence indicates that it would be unwise to assume otherwise. I will return to this 
issue later m my remarks. . ^ ««_ - 

Many details of brain etnicture are shaped by the sensorv environment. The size 
of certain brain regions— including the thickness of the cerebral cortex (which is the 
most highly developed structure in the human brain)— is influence by the complex- 
ity of environmental sttbulatioh. The brains of labdratory animals .reared in com- 
plex environments are larger than those of animals reared in unstimulating envi- 
ronments. Further, different environments produce brains that differ^ anatomical 
detail. Animals from enriched environments have more complex neiye cells in uie 
cerebral cortex and have more synaptic connections on each cell. To put it anottier 
way, environmental stimulation appears to shape the wiring of the brain. Further, 
the effects of early environmental stimulation are lasting. I would like to emphasize 
this major point. Our experiences have shaped, the detailed anatomy of our brams. 
The^^reatest shaping occurred early in our lives. But it is continumg to a lesser 
/ extent even today and at this moment , . . 

Bedause of the importance of early development, conditions affecting the brain de- 
velopment have long-term consequences. Children with the condition called phenyl- 
ketonifia are unable,to metabolize the amino^cid phenylalanine. An excess of this 
amino add has damaging effects oa the braiifl If such children are given diets low 
in phenylalanine early in life, the damage is lessened and the behavioral conoe- 
Quenced^are less severe. In the case of phenylketonuria the conrntiapfcah be readujr 
diagnosed and, if left untreated, the consequences are readily obsenred. Other condi- 
tions affecting early development may not be so readily apparent. ConditiOMiaffec^ 
fng brain development may, under some conditipns, be like J^me bombs m that 
the consequences may be revealed only much later in life. Stadies of song learning 
in birds indicate that young birds of some species learn the song of weir particular 
species simply by listening to adult birA sing. As they develop and^ reach sexual 
maturity,' de singing of, the song learned early in life is sltunulated by sexual hor- . 
mones. If the birds are not exposed to Bonm during the early critical Penod or if 
they are exposed only to songs of other Apeaes they wiU, at matunty, not be able to 
sing the correct song. That is, a behavioral disorder that developed at an ewOy otU- 
cal period in brain development is not revealed until a much later time. Children 
learn the language of their culture— and learn it quite well— largely within the first 
five years of life. The early years may well be a critical trae for the development of 
language skills. Other studies using laboratory animals have shown that strains ot 
animals that have different patterns of organization in a j^rticular brain region 
differ in abUity to learn certain problems. The differences in leammg^abdity are 
seen only after the development of the particular, neural system— which is not 
present at birth. Other studies have shown that if this brain region is.damaged 
during development the animals will have a learning deficit that is seen vjen^they 
are mature— that is, after the normal period for the development of this brain 

'^Ss yet little is known about the causes of disorders of learning in children. It may 
well be that autism and attentioiial disorders (sometimes ten* hyperkinesis) are 
caused by conditions affecting early stages of brain development It might even be 
that late developing congitive disorders such as Alzheuner s disease are "time 
bombs" set by injury or disease during critical periods of early deyelooment _ 
The abundant evidence for critical periods m the development orthe^brain and 
behavior in laboratory animals clearly suggests that there are OTticaT periods m our 
own early development. All of this evidence clearly argues for tb a importance of un- 
derstandmg human brain development and for taking steps to msure that develop- 
mental disorders are prevented. WhUe much has been learned in recent yeare we 
' still know much too little. Until we know more about the causes of specific disorders 
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we will not have specific means of preventing them "It should be noted that some 
treatments are available for certain disorders which are not yet understood. For ex- 
ample, in some children attehtional disorders «that lead to learning difficulties are 
effectively treated with drug* Studies in-laboratory animals have shoifc that learn- 
ing and retenUon can be enhanced 'by drugs and hormones. Further, ike decline in 
IjMrning and memory seen in old animals can be reduced by hormone^treatments. 
These findi^^ strongly suggest that further studies will lead to effective treatmente 
for cognitive disorders which occur later in life. Prevention of disorders is, of course 
not cost free. But evidence from recent neuroscience research gives good reason to 
believe that research leading to aii increased understanding of brain development 
and changes throughout the lifespan will be cost-effective. We can pay now by sup- 
portmg the costs of research and by provicbng appropriate conditions for developing 
brains or we will certainly continue to pay later. 
Thank you. 

STATEMENT OF DR EILEEN' OVELLETTE. DIRECTOR, UAF, 
^ SHRIVER CENTER OF MENTAL RETARDATION, ASSISTANT PRO- 
FESSOR OF NEUROLOGY, HARVARD UNIVERSITY MEDICAL 
, SCHOOL, AT^D ASSISTANT PEDIATRIC NEUROLOGIST, MASSA- 
CHUSETTS GENERAL HOSPITAL 

^ Dr. OuELLETTE. Mr. Chairman, members of the committee: I have 
been asked to talk about the fetal alcohol syndrome this morning. I 
artived late from Boston. I understand that someone else already 
talked somewhat on the fetal alcohol syndrome, so I will try to 
shorten this so I won't be too redundant. 

Fetal alcohol syndrome, FAS, refers to a series of effects seen in 
children of women who chronically drink alcohol to excess during, 
and possibly prior to, pregnsmcy. Now theres is a list of minimum 
criteria v^ch have^beeh accepted for one to be able to diagnose 
fetal alcohol syndrome. There are three m£gor categories of abnor- 
malities seen in-these children that, one, they show prenatal and/ 
or postnatal growth retardation, with weight, length, and/or head, 
circumference below the 10th percentile. So the important point 
here is that these children's brains are smaller than normal. 
^Second, they show central nervouii system involvement. They 
often show neurologic abnormalities, developmental delay or intel- 
lectual impairment and mental retardation. - . 

Third, they show a variety of birth defects, dysmorphology,. dnd 
they should show at least two out of three of the following signs for 
us to make this diagnosis. One is the small brain, microcephaly^^ 
the second is microphthalmia; small eyes, and/or short palpebral 
fissures. This is, the horizontal length of these childrea's eyes are 
smaller. 

The^third is poorly developed philtrum— the distance-from-the— 
base of the nose to the upper lip— thin upper lip, and/or^-flattening 
of the maxillary area. Their cheeks are also poorly formed. 

This whole spectcum is known as the fetal alcohol syndrome. 
Fetal alcohol effects, FAE, refers to any abnormalities seen in chil- 
dren as a result of alcohol use by women during pregnancy. It does 
not reauire the full spectrum of the syndrome, and it does not re- 
, quire that the mother is herself an alcohol abuser. 

The signs of these effects are clearly dose related. The more the 
mother drinks, the more handicapped the child is likely to be, and 
the greater the risk in general to the child. - ' 

The type of alcohol taken does not sieem to matter— beer, wine, 
distilled alcohol— but it is the total amount that is taken.^ And 



when it is taken in the pregnancy— clearly organ^ystems are more 
. vubierable at different times of the pr^ancy. 

I might ask you to turii to table I which lists all of the abnor- 
malities currently known to be part of the fetal alcohol syndrome. 
Let me just highlight the ones that are most important. - 

The growth abnormalities, the facial abnormality, we^ talked 
about, congenital heart disease is very common in these children, 
and they show a number* of functional abnormalities. Newborns 
suck very poorly and therefore they are unable to eat properly and 
the children show developmental delays. Uhere is some evidence 
.that attention deficit disorders, learning disaBilities, hyperactivity, 
. are more common in children as a result of a^ohol. ^ 

The frequency of this is really clearly not^mown. I understjwxd 
this momihg you wiere told that the CDC ^imates that the fre- 
quency is between one in every 1,800 to 2,400^ve births. I person- 
ally think that that is too low and represen* underreporting. I 
^ think those of us working in the field feel j^umber of l^to 2 per 
thousand live births is probably more realistic for the fetal alcohol 
syndrome; and that between 3 to 5 per thousand live births for the 
fetal alcohol effects. This makes fetal alcohol syndrome the tlurd 
most common cause of mental retardation, and* we all bdlieve that 
it is now more common than Down's syndrome. -r. 

There are a number of confounding variables that make it mm- 
cult to come up with an exact frequency incident figure. , Ve^ 
clearly, other factors such.as smoking, poor nutrition, Titamm defi- 
ciency, use of other drugs such as marihuana, all seejtt to increase 
the risk of the child being abnormal ^hen the mother is drmking ^ 
fiJcohol. Socioeconomic class is also important. , . . «x 

A recent study at the Boston City Hospital' which is an intercity 
urban hospital, has shown. -consistently work that we started 10 
years ago, and is beinfe continued .now by others, that the rate of 
alcoholism in the young women there is 10 percent of the climc 
population. And in their- recent study'V)f 1,690 mother-mfant pairs, ^ 
they had 31 cases of the fetal alcqhoi syndrome, which by my calcu- 
lations come out to be 18 per thousand. So I think there is a great 

^^T^e m^^ority of children dhow only some of these abnormalities^ 
and unfortunately there are no laboratory tests that can diagnose 
this disorder, nor is there any present capability ofVidentiging ab- 
normal fetuses by amniocentesis. : 7^ " ^ _ 

More recent work on "moderate alcohol use Is somewhat disturb- 
in g A number of different s tudies carried out in^hioquntry and 
" in other countries show tKat small amounts oTdaily consumption 
of alcohol, as little as 2 ounces of 100-proof whisKey^or 1 ounce of 
absolute alcohol, is associated with lower birth weight m the chil- 
dren, and ihcrease^i-^tates of miscarriage. It does not appear that 
the children show these birth defects when the mother dnnks mod- 
erately. Again, the concurrent use of -narihuana seems^to mcrease 
the risk to the fetus. v - > > i V V i ui 

I should point out that at the present time ^e levels of alcohol 
intake during pregnancy, are yet to be determined. At the present 
time,' those of us working in the field recommend that pregnant 
women abstain from alcohol during the pr^ancy md for the 
• month prior to conception, if the pregnancy is going to be planned. 



• We also advise women who bave in feet come in and have com- 
mented that they have had a or two of wine a wee^ At the 
pr3sent time, there is no evidence that occasional alcohol intake is 
hannful to: the fetus, but simpiv in trying^to maininiyj^ tihe opportu- 
i^faea^or^develpping a normal baby we would certainly recommend 
this. We make smiiter recommendations to the niur^ 
cause alcohol go^ into breast m^ 

AS[(^hol pas from the maternal circulation l^ugh the 

. placenta into the fetus, and there is some interesting work that has 
shown if a' m'l^hant woman is given 1 ounce of alcohol, her liver 
will clear^tBflS in an hour, and it will be going from her system 
when in 15 minutes the baby's blood alcohol level^is the same as 
the mother 8, but the baby lacks the enzyme to break down the al- 
_ cohol, and measurable amounts of alcohol have been found in these 
fetuses; 12 to 16 hours later: It is then excreted into the amniotic 
fluid, reswallowed by the; baby and recirculated around. So a 
simple 1 ounce of alcohol remains in the baby for really a long 
period of time, and thjs is why we arie recommending Et^e of these 
things that sound perhaps a little extreme. 

To give you an idea in terms of some of the statistics on* women 
and alcohol, the ^NIAAA reported in 1950 that one out of every 
eig^t alcoholics was a womaiL In 1982, tii^r say one out of every 
three alcoholics is a woman. Apd excessive drinking is rising very 
rapidly in women. The highest rate of rise is in the age group 21 to 
29; the second highest is in the teenage years. Th^ are nrecisely 
the ages of highest childbirth. . "V^ , 

The uge. of alcohol among girls, yoiin^ girls and young women, is 
approaching men, and in somie cases probably people think it is 
getting^ closer to one on one. Reliable data are .hard to come by. 
There is still som^ stigma attached to this, and women tend to 
drink secretly in their home rather than in l^rs and so forth, so 
they don't come to attention by alcoholic-relafied car ^accidents, 
work-related problems, as often as men do. » 

I think what I SVould like to focus on is some^of the prevention 
strat^es that I think are important to be considered. One thinks 
of chjldren^riented preventive things. I think it is important that 
these children be identified at birth that they are children clearly 
-at risk. 

: One of the niaior p show is the actual re-* 

jciction of food. They are very difficult children^ t;o feed. We have 
video tapes of children who actually extrude.food with their tongue 
as vou try to put it in; They are very poorly coordixiated in tl^^il- 
sucking and swaUowing more actively than normal 

and C£m t swallow, and milk comes out of their mouths. And they 
are very difficult . / 

jAjid' if thiB mother hap an aku^hol ; problem^ she ^i^iiietimes has a 
poor self-ima|:e.: She; fecils reject baby is not' eating and not 
growing; she is a bad indthen Oftentimes, she win thei^i^^ 
ing; hea^y again: It beconles a v^ mciAem^ :TfieBe 

women Inquire and these ichi^ 

iand mteryehtion. They : shotild b^ seen frequently by| k 
^ It w imp«)rtfi^ have ntirses go; ihto^ the: home; th^rt; it^ 
sent early to. inteityentioh pr(^ so tibey can get'phj^ic^Mther- i 
apy, occupational ; therapy, for their physical abnormalities^ and ; ; 



that the mother gets a lora^sopport. They often aren't very good 
at coming for appointments and so there is a lot of outreach that 
needs to be done for these children. 

I think in terms of trying to prevent the problems with the 
women, there are two sides that are particularly useful One is the 
prenatal clinic, and the other is family planning clinics. I think 
that too often the people who treat alcohol problei^ and the obste- 
tricians and prenatal clinics don't get together. I think there 
should be more coordination and that there should be ain alcohol 
counsjBl in any large pfenatal clinic so that when women are identi- 
fied, they'can, in fact, get some help on the spot. 

I frequently will get a call from an obstetrician saying, I have a 
6-week pregnant woman in my office. It seems^she is drinking a lot. 
What do I do now?" We are abl<i to refer these women for some 
counseling. The women have to be asked about their drinkinc 
habits when they are pregnant or when they see doctors. Ljfihink 
doctors oftentimes are embarrassed to ask some of these qu®tions. 
If you don't ask the questions, you are not going to find out; you 
are not going to prevent the problem. 

I think the other area for prevention, which is one that we have 
been focusing On, is in the school. I think that getting to Women in 
prenatal clinics once they are pregnant is fine, but you know you 
have already missed the boat for that particular pregnancy. I thmk 
it is vital that young girls 13 and up learn as a part of their gener- • 
al health programs that alcohol intake during pregnancy is con- 
traindicated. Teenagers don't think of themselves as being in the 
childbearing -years, but you know that is not the case. Twenty per- 
cent of them will be pregnant by the time they reach age 2U. Many 
of them don'f eat well and don't take very good care of themselves. 

We at the Shriver Center for Mental Retardation in Waltham, 
Mass., havB been designated the New England resource for fetal al- 
cohol Synd^me treatment and prevention, .^d we have developed' 
a numbet of educational programs, video tapes, lectures, brochures, 
et ceter^, whic)i we provide free to educationsj institutions, profes- 
sional physicians, et cetera. And we also have served as resource. 
We have a list of all of the treatment centers in New England so 
that we can, in fact, on the telephone, refer people for services. 

I . think it would be important to set up more regional centers 
like this. I know there is a group in" Seattle doing the same kind of 
thing. I am really riot sure about the rest of the country. 

I also think that it is imix)rtant that women with alcohol prob- 
►lems be treated differently from men. At the present time, most 
women are treated as an add-on to men's programs. For instance, 
in Massachusetts there is no detoxification center for women. My 
understanding is there are three or four beds set aside in a large 
dormitory-type room which can be used for women, pregnant or 
not, who need detoxificatiori. 

I think that is an intolerable situation. I can t imagine anyone 
who would voluntarily go into that kind of situation. I think there 
need to be more programs specifically set up for women and young 
women, and that focus on some of these preventive aspects. 
[Prepared»€tatement of Dr. Eileen Ouellette follows:] 
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DEiFINITION 

Fetal Alcohol Syndrome (FAS) refers to a series of effects seen in children of 
women who chronically drink alcohol to excess during, and possibly prior to, preg- 
nancy.[l'6] Minin^um criteria for the diagnosis of FAS are: 

(1) Prenatal and/or postnatal growth retardation, with weight, length, and/or 
head circumference below the tenth i^rcentile; 

(2) Central nervous system imvolvement, with neurologic abnormality, develop- 
mental delay or intellectufifl impairment; 

(3) Facial dysmbrphology (birth defects) with at least two out of three signs: (a) 
Microcephaly (small brain); (b) Microphthalmia (small eyes) and/or short palpebral 
Hssur^ (the horizontal lei^h of the eyes); and (c) ^Poorly developed philtrum (the 
distance from the base of the nose to the upper lip), tKin upper hps, and/or flatten- 
ingpf maxillary area. 

' The spectrum of clinical features currently known is shown in Table I. 

Fetal alcohol Effects (FAE) refers to any abnormalities seen in children as a 
result of alcohol use by wolxien during pregnancy .[8-10] 

_ ^ frequency 

There were 3 million, 704 .thousand babies born in the' United States in 1982. FAS 
is estimated to, occur between 1 and 2 per thousand live births for the full constella- 
tion of features (3,700 to 7,400 babies), with the frequency of partial expression at 
possibly between 3 to 6 per thousanii, Ihre births (11,100 to 18,500 babies), It is the 
third, most common cause of mental retardation and is more common than Down 
syndrome.[9-llJ FAS is totally preventable. 

Information is still lacking concerning' the full scope and gravity of the ill effects 
on the fetus and infant of chronic maternal alcohol abuse prior to and during preg- 
nancy. Effects produced range from mildly impaired to profoundly afflicted children 
and some fatalities have been reported. It is unknown how many children's lives 
have been permanently afflicted by excess alcohol use in their mothers. Th^ risk, of 
producing an abnormal child for a mother with alcohol abuse is unknown!. Some ^evi- 
^dence exists that children are more at risk for abnormalities with each successive 
prj^ancy in which the mother, continues to drink Jieavily. 

The majority of children show only some of the abnormalities described. Alcohol 
embryopathy should be suspected when growth retardation and/or congenital abno- 
maities are present in a child and a careful history of §(thanol abuse should be eficit- 
ed from, the mother. Unfortunately, there are no laboratory tests which are diagnos* 
tic of this disorder, nor is there any present capability of identifying abnormal fe* 
tuses by amniocentesis. 

moderate alcohol use 

. Studies on moderate drinking during pregnancy, equivalent to a daily consump- 
tion' of 2 62. of 100-proof whiskey, is associated with lower birth weight in offspring 
and increased prematurity rates.[13-16] Concurrent use of marijuana while preg- 
nant may increase the risk of developing FAS.[17] 

Safe levels of alcohol intake during pregnancy, if any, have yet to be determined.* 
At the present time, we recommend that pregnant women abstain from alcohol, but 
advise women that an occasional alcoholic beverage Has not been found to be harm- 
ful to the fetus. Similar recommendations are made to nursing mothers. 

^ maternal/ CHIU) EFFECTS OF ALCOHOL 

Alcohol passes rapidly from the maternal circulation to the fetus and assumes ap- 
proximately the same concentration as in maternal blood.[18-19] Alcohol levels 
within the fetal circulation fall more slowly than in the matemail circiilation, so 
that detectable levels of alcohol are still present in the fetus after the alcohol has 
been totally cleared from the maternal circulation.[20-211 Not only does alcohol 
enter the fetal circulation but it is excreted into the amniotic fluid where it remains 
in essentially the same concentration for several hours until slowly being cl^tared. 
Changes are seen in fetal acid-base balance, cerebral function and metabolism. Alco- 
hol has also been found to reach human milk in a similar concentration to that in 



peripheral, maternal bldod, decreasing together with decreasing ethanol content of 
the blood. 

.WOMEN AND ALCOHOL * * 

The National Institute on Alcohol Abuse and Alcoholism (NIAAA) reports that in 
1950 on? in every 8 alcoholics was a woman. In 1982, one in every 3 alcoholics was a 
woman.[22] Excessive , drinking is rising at a rapid rate. The highest proportion of 
heavy drinkers among women is between the ages of 21-29, the age of peak repro- 
ductive year8.t23] The second highest is in the teenage years. Current NIAAA statis- 
tics report that there are 2.25 million woman problem drinkers and^S million teen 
problem drinkers in the U5.[24I / n. 

The use of alcohol aritong girls and among women is appfoachmg that of boys and 
men. Reliable -data concerning alcoholism in women are difficult to come by as the ' 
female alcoholic has a greater tendency to drink secretly in the privacy of her home 
and therefore comes to professional attention later than the male alcoholic, who 
often is identified through poor work performance or automobile accidents. 

Recent studies show that all women tend to decrease their alcohol intake durmg 
the early months of pregnancy, presumably from a combination of factors. 

" PREVENTION STRATEGIES ^ * 

2, Child oriented ^ 

It must t)e stressed again that the F^talAlcohol Syndrome and its spectrum of » 
.abnormalities are a totally preventable causfe-of^growth abnormalities, congenital- 
malformations and mental retardation. Intense and-ej^ensive preventive strategies 
should be undertaken as there is no known way|to reV^«e.i)r reduce the efTectp of 
alcohol on the fetus once they have occurred. Once a baby has1i>eeil.l>oni with signs 
of FAS, eariy identification of the problem, treatment for specific clinica| findings, 
infant stimulation and close attention to nutritional problems are vital. "^"^...^ 

In our experience, much of the postnatal growth retardation seen in these chn*^^ 
dren is due to their active rejection of food. Videotapes which we have made indi- 
cate that the children have increased but uncoordinated sucking and swallowing 
movements coupled with extrusion movements of the tongue, so that their intake in 
food is less than' adequate and feeding times are prolonged. Even highly experience 
foster mothers find these children extremely difiiculfc to feed. Generally; feeding 
problems are significant for the first year of life and gradually improve so that by , 
the time the children are 3 to 4 years of age they are consuming a more adequate 
diet, although they continue to be highly selective in their food preferences. 

2. Pregnant women and mothers h * / 

Two sites are especially useful in the identification of women of child bearingUage 
who have alcohol related "problems. Family planning and prenatal clinics are idtol 
locations for edilcational programs and places where women with alcohol probleivis 
should be identified.[25] . 

Questions about alcohol use should be routinely asked of women at the r^ret pre- 
natal visit. A brief questionnaire developed by Rosett et al. has been found to be 
useful in identifying moderate and heavy drinkers in a nonthreatening and non- 
^ time consuming manner.[fi6, 271 [Table II] , , . / , . r • A 

We and. others have found that the prenatal clmic is an ideal site for initiating 
intervention in women previously unidentified as having alcohol related prob- 
lem8.[25, 28] W6men so identified should be referred to alcohol treatment centers for 
additional counseling and support. The women are generally highly motivated to 
alter their drinking behavior in order to produce offepring with the least possible 
risk. Their repeat^ asspci^ions over several months with health care deliveries 
assist them to form therapeutic relationships. Heavy drinking women who stop 
drinking during pregnancy have a« good chaince of delivering a norm^ child. Al- 
though no improvement in 'the risk of congenital malformations could be expected 
.' due to their appearance early in the pregnahcy. the risk of prematurity and growth 
retardation' is le88ened![6, 24] ^ ^ .j. . . * r 

In the postnatal period, there is an increased nsk of recidivism. The impetus for 
modifying behavior is often less after the baby had been bom. The increased stress 
of taking care of an infant may cause the m(})ther to revert to previous drinking pat- 
terns,, partiicularly if the infant has proble^," such as poor feeding, sleeping, and 
restlessness 

The importance of outreach efforts and h6me visits during this period cannot be 
. . overemphasized. Women, oft^n find it more difficult to keep appointments outside 
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the hon>e in the postnatal period but welcome visits by a therapeutic nurse practi- 
tioner, alccholiam counselpr or^ther therapist. Women should have a telephone 
number to call- 24 hours a day in case significant problems arise. Referral Co strong 
supportive programs, such as Alcoholics Anonymous, are important through the 
prenatal and post^tal periods. 

3. Educational programs . „ 

The Eunice Kennedy Shriver Center for Mental Retardation in Waltham, Massa- 
chusetts, has been designated as a New England Regional resource for the preven- 
tion and tr^tment of the# fetal alcohol syndrome. We have developed a variety of 
educational programs for health care and ptber professionab, alcohol treatment 
centers, families, including foster parents, teachers, junior high, high school and col- 
lege students, and the public at large. The goal of these programs is to idenUfy and 
refer women and children at' risk. It is extremely iniportaiit that practicing physi- 
cians and house officers in the fields of obstetrics and gynecology, family practice 
and pediatrics be aware jof the harmful effects of maternal alcohol abuse on off* 
spring, that they seek and recognize those at risk, that they become skilled in ascerr 
taining drinking histories, and, that they have sufficient ichowledge o£ local re- 
sources to refer people for assistance. Scientific presentations, publication of articles 
in professional journals, and participation in hospital departmental grand rounds 
are all useful means of providing this tvpe of education. 

Nurses, particularly those employed in prenatal clinics and newborn nurseri^, 
midwives, staffs of family planning ^agencies, social workers, psychologists, alcohol- 
ism counselors and teachers are frequently the first to identify familijra with alcohol 
related problems. Participation in workships, health fairs and inserviire training ses- 
sions has been very effective in new case findings. 

Families themselveei including foster families and mothera in alcohol treatment 
centers and halfway houses benefit not only from individual therapy but gain 
knowledge and skills fix>ni being given fa'ctuai information in a group setting, lliis 
format increased their understanding and recognition of common prvjblems and as- 
sists them to ask questions of their individual physicians and other therapists. 

It should be stressed that women in halfway houses comprise a special audience. 
They are often in different states of recovery and guilt. Prior stmfT preparation and 
presentation of child related information in a nonthreatening and supportive faivh- 
ion is essential. In some cases, it' is wiser for individuals to defer participation in 
some of the FAS educational programs until they themselves are further along in 
their recovery. ^ / 

Another important part oF^our educational programs is our participation in school 
health curricula. Our FAS' program director has prepar^ an educational package 
consisting of a slide tape, verbal j>resentation and question and answer session, 
which is now part of the Health Care Curriculum in a number of local schools. 

A special prograpi has been developcid for pregnant teenagers, who continue t6 
attend high school. Th^ focus is on the'use and abuse of alcohol as part of general 
health issues. A list of common non-prescription niiedications containing alcohol is ^ 
provided to them to make them redlise the heed to be awdre of the contents of ev? 
erything they ingest while pregnant 

A final form of educational program is that of increasing public awareness." Public 
service announcements of 30 seconds* eabh[ are routinely aixed on local and regional 
TV stations. Brochures have been developed for placement in physicians offices, 
family planning agencies, prenatal clinics,Alibraries, schools, churches, alcohol treat- 
ment agencies, women*!} groups^ and treatment centers. Others have utilized mar- 
riage license bureaus, and diaper services to educate the general public about* 
FAS.[2a] 

V SUMMARY 

The r^-iidentification-of the risk of maternal alcohdl use during pregnancy and the 
recognition of the effects of alcohol on fetal development are only ten years old. 
Much remainb to be learned about the cause and scope^ of the problem. Unlike ge- 
netic disorders, it is totally preventable. Early identification of those. at risk and m- 
creased pUblic awareness contiliue to be our best weapons in combatting this impor- 
tant public health prograni. J 

TABLE 1.*— CUhfKlAL FEATURES OP FAS: TABLE OF ADNORMAUTIES 

Growth abnormalities; ^riematurity; Intrauterine growth retardation; Postnatal 
growth retardation, short stature, diminished weight. 



Craniofacial anomalies: Micnxephaly; eye abnonnalities, epicanthal folds, iele- 
canthns, short palp^ln^ fissures, corneal opacity, ptosis, high myc^na, strabismus 
torUiosity .of retinal v^flwls; flattened nasal bridge; abnonnaUy formet. ears; maxil- 
lary hypoplasia; nariovrV^rniilion border of upper lip; small mandible; deft palate. 

Joint and limb nialformations: limitaUon of elb^ extension; phalangelal anoma* 
"lies, SSmall naile. dinodactyly; abnormal palmar crises; dislocated hips. 

/Cardiac abnormalities: atritil septal d^ecto; ventricular septal defects; tetralogy of 
fallot; patent ductus arteriosus; aorticScurdi mterniption ^rpe A; peripheral pulmon- 
ic stenosis. 

Renal anomalies: hydronephrosis; single kidn^; hypoplastic kidneys. 
Functional abnonnalities; neonatal, poor suck, hypotonia, tremulousness. 
Postnatal: developmental delay, onental retardation, poor gross motor coordina- 
tion, poor fine motor coordination, learning disabilities, hyperactivity, decreased at-, 
tentionspan. >^ ^ *: 

Other fmdings: Hydrocephalus; neural tube defbcts; single umbilical artery; 
Noonan syndrome; Klippel^FeU anomaly; capillazy hemangiomata; abnormal exter- 
« nal genitaOia; accessory nipples; adrenal cortical carcinoma; spastic diplegia. 

' . ■ 

.^TABUE U 

DRINKING IHSTORY FOR PRENATAL USE- 

Beer: 

How many times per week 

How many cans each time " 

Ever drink' more? — " ' 

Wine: 



How^ many tunes per week — - 

How many glasses each time 

Ever drink more? 

Liquor 

. How many times per week 

- How mahv drinks^each time 

Ever drink more? ; 

""^^^Oli^^ottr (linking changed in the last year?^ — ' 
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STATEMENT OF STANLEY 1. GREENSPAN, M.D.. CHIEF; CLINICAL 
IVFANT RESEARCH UNIT, LABOltJlTORY OF PSYCHOLOGY AND 
PSYCHOPATHOLOGY, INTRAMURAL ftESEARCH PROGRAM, NA- 
TIONAL INSTITUTE OF MENATL HEALTH 

^Dr. Greenspan. Thank you. It is an honor to be here and have 
%n opportunity to discuss the prevention of health and mental 
health problems in infants, young children, and their families. 
First, I would like to thank the Honorable Ge6rge JMiller, chair- 
V man; Dan Marriott, ranking minority ipember; and William 
Lehman, chairman of this Task Force oh Prevention StrategieSi for 
focUking the, country's attention on childr^, youth, and families 
and on prevention as one of, three main priority areas. 

I am a child psychiatrist- and Chief of the Clinical Infant Re- 
search Unit in the intramural research program, at the National 
Institute of Mental Health. A major area ofmy professional inter- 
est IS on the adaptive and maladaptive, emotional development of 
infants, children and their families. • , o/. 

The following summary comments about emotional development 
will reflect my ovm views as a clinician and a researcher. / ' 

First, I would like emphasize that we know a great deal about 
normal emotional and intellectual developmept in infahts and - 
young c'iildren, enough to dd a great deal now, even without fur- 
t':er xaeearch. We probably know more about infants and young 



•children's normal emotional development than any; other tin\e in 
the life cycle, iQcluding adulthood. ^ V , 

An enonnous body of research, for exetople, documents develop- 
ment banning prenatally and postnatally such things as how the ; 
baby uses his ^nses to perceive his environment, to make visual 
and auditory discrinxinations, tp respond favorably to pleasure, 
emi)tiorial wtaihth, and security,.and to respond: unfavorably to tie- 
privation of emotional and sensory ejtperiences and to erratic over- 
stiniulation, which overwhelms early integrative capacities. 

' One, the healthy infant continually increases his capacity to 
process information and enter i^to ever more complex emotional, 
social^ and cognitive patterns during the e^urly yeare. 

Two, beginning with^^the first few, months oi life, we can now 
chart the emotional, social, and cognitive mil^tonefs, much as we 
do; the neuromotor milestones of sittiiig, crawling, walking, ayid 
talking. We can aiso chart distuxtwuiceis or departures from thifese 
expected developmental patterns, arid identify ^me of the constitu- , 
:tional and environmental factors associated with thi^ disturbr 



ahces. 



. For example, during the first 2 months, healthy infants increas- 
ingly have moments of a calni, but alert states where, they ^practice 
using their sense of vision, hearing, smell, and motion. In contrast, 
hyperexcitable infants have rigid muscles; arch their backs, look 
away rather than towiard their cafe givers, and overreact to normal . 
touch, 6r sounds. Hyporeactive infants seeni to shut down and evi- 
dence^poor rbuscle tone; they do not alert or bright^ to a variety 
of sensory and social overtures. t 

Some infants appear to begin life with maladaptive patterns. In 
such instances, even competent families may need guidance to 
figure out how to find just the right pattern of rocking, vocaliza- 
tions and stroking to help their infants learn to be calm,^alert, at- 
tentive states. Some infants begin competently but lose thejr early 
adaptive capacities. In these situations clinically we have observed 
either un^vailahle or overly intrusivie, chaotic care, giving pfattems. 

Reg&rdless of whether ttie, basis for the early maladaptive pat- 
terns appears to be constitutional or a result of early experiences, 
on a caserby-case basis, we observed that providing special patterns 
of care helped th6 infants return to coinpetent developmentaJ pat- 
terns. ' ' • , 

By 2 to 4 months, we can observe infants who evidence that en- 
raptured emotional enjgagement where they seem fascinated with 
th^ hii"^?" ^'^'-^^ Tn rAQpnhafijto thftir caregiver's smiling, talkmg 
face, they smile back, listen, and' even, move their arms in synch- 
rony to'their caregiver's voice. The infant's pleasurable emotions 
and the strong investment of the caregiver appear to motivate the 
infant to use and organize his sensies and his sensory motor orgam- 
zation. In contrast, w6 also observe infants who iare 
sponsive 'to the. human world, evidencing flat or despondent emo- 
tional expressions. = :^ . \ , . . J 

They may look away rather than: toward their caregivers and re- 
spond to the human voice with panic rather than comfort. Second- 
~ary $ensory motor delays and severe communication ,probl<5ms are 
not imcommbh. Here tod, we have worked with cases where there 
I rh were constitutional vulnerabilities, and others .where the mam 
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problems were in the caregi\ing pattern and still *^hers where 
bofhJactors were prefeent. Most encouragingly, special patterns df 
care tv»nded to reverse the nialadrptive behavior. It would appear 
that the infant has^great elasticity and recovery power if •ve pro- 
vide him Of her the opportunity for favorable development. 

As the infant progresses, we can observe infants who ^earn cause 
and effect interactions; that is, the world is lawful, and complex 
motor and social skills. Eventually by 18 months to 2 years they 
learn to use ideas to guide language, motility i^iagination, and 
eventually to think and plan. In contrast, we obsei-ve infants- whose 
behavior remains random and chaotic, who never develop function- 
al complex social patterns, and the functional use of ideas. 

'''*he3t.^veiitually evidence language delays and deficits in think- 
^ imaginaUon and such basic personality functions' as kn6,wing 
what is real horn pretend, controlling impulses and mood, and fo- 
cusing attentioA to concentrate and leat n. We have been impressed 
by how important the second year of life is for the development of, 
higher level emotional and conceptual skills. Many toddlers devel- 
op competently and are even precocious motorically until 15 to 16 
months of age. However, we -feel that because of a lack of appropri- 
ate experiences, they do not fully make the next step of using ideas 
lo label and' interpret feelirigs, to think, plan, and le£(rn new con- 
ceptual skills that are essential for school . and eventual participa- 
tion in an increasingl3- technological society. Special programs at 
this age may have enormous payoff fo- many of these children: 

Three, most importantly, there is now a gre^i dfeal of evidence 
from case studies -and some emerging evidence from large group 
studies that early identification and preventively oi^ ;nted interven- 
tions can effectively reverse early maladaptive patterns and pi - 
mc::? healthy development. 
The elements w? feel an intervention program must contaiii ar^: 
A focus on the interactions of the multiple aspects of dJ^^elop-' 
ment,*' including physical-neurological, cogniti /e, emotionalTliocial, 
and :amilial. Offering preventive intervention to the infant and not - 
the family or Vie intellectual lags and not emotional and social 
limitations ignores the complexity of human beings and their fami- 
lies. 

Preventive intervention approaches must be tailored to 'Ke indi- 
vidual differences in infants, young children and theTr families. 

The integration of three levels into the preventi/e intevention 
approaches are necessary. ' 
DD£>^tteiitijOix.tQ^concrfttP. rieeds^faru^ur^^^^ carer-- 



Two, an ongoing human r?<ationship with a key member of the 
intervention team. 

Three, availability of si)ecialized clinical, diagnostic and preven- 
tive intervention approacHes for complex problems such as infants 
with sensory hypersensitivities tb touch or sound or parents with 
depressive illness or other disturbances. 

Four, there are especially challenging families referred to as 
multi-problem and more recently by our research group as multi- 
risk. Over 30 years ago it was estimated that they constituted 5 to 
^ 10 percent of . the population but used 50 to. 75 percent of all the 
public health, mental health and social s ervices. No recent data on 



this population exist. One can biUy guess that this pattern may be 
r , even morfe extreme now. ^ » 

In case studies, the children, in these families were observed to 
have severe problems in such basic personality functions essential 
for school and later work arid family life, as knowing the red f^^^ 
•■ the pretend,, controlling impulses and mood, and focusing attention 
and concentration in order to learn and interact with othera. We 
have found that many of the emotional and cognitive disturbances 
of these children can be identified as early as the first months of 

life. ' ^ r 1 

Even families with more than three generations of njarginal 
coping and, a history of distrust of traditional services can be in- 
volved in an ongoing preventive intervention program. Most impor- 
tantly, on a case-by-case basis, .we have been able to show that the 
at-risk infants, young children, and their families can be helped to ' 
competent ftmctioning. . . x 

The intergenerational nature of these patterns are important. 
Often the multirisk mothers begin their ^hild rearing as teenagers 
and they and their cKildren do worse with each subsequent preg- 
nancy. These mothers- describe a similar pattern with their own 
mothers. AndJn all likelihood, their children will contmue these, 
patterns. We have observed in our cases that by helping a mother 
and family with one child, not only does that child and the whole 
family do better, but the next child does, better. It appears that a 
negative cycle of geometric proportions is broken and a postive one 

*^^?ve, the implications for a national health, mental and 
^ucational prevention policy should ^so be considered: With 16 
percent of our school-age children receiving special services and, as 
a clinical hunch, another 15 percent who could probably benefit 
from such services, we must rethink our basic philosophy on such 
fundamental notions as equal ojpportunity and an education for all 
our children. When .children enter school already handicapped m : 
cognitive dr^emojional functioning, they do not have an equal op- 
nortunitv '''' 

In additiofC they have critical educational lags. Jkiucation, 
health, aitd mental health care must begin at the beginning, when 
the br^ ifr growing most rapidly. The brain grows^ two-thirds ot 

i its adult size by the time a child is three. In my view, mfants re- 
quire phase specific nutriments of a biological, that is> nutrition, 
and experimental— that is, emotional, physical and cognitive expe- 
; |4^^^„» vfli.i ir ft QiM»re^t\ , fn thft i r n wnrindiv i dMn l f l if fprpn cft fi anfl fftftg? 
specific requirements. r- j i. 

While some infants have unusual capacities to find the nutri- 
ments, the nutriments must be available in the proximity. These.nu- 
triments are essential for the attainment of critical mileston^ in 
the education, health, and mental health of our infwits in the first 

I ' 3 years of life. Th^e milestones include, as discussed earlier, learn- 
ing to: One, regulate one's body and use one's sens^ to perceive 
the world; two, form distinctly human emotional relationships; 
three, interact in a cause and effect or purposeful m^ner; four, or- 

i i ^ ganize complex cognitive and emotional patterns; five, construct 
ideas to guide language, behavior, and feelings; and six, to think 
and plan. * ^ ' 
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AH these milestones which occur before children have access to 
school are critical to their health, mental health, and education. 

The following sections will briefly amplify each of the above 
points. Normal emotioi)^al and social development ininfanqr: While 
there are no large-scale studies of infants and young children's af- 
fective patterns at different ages to partition the range of emotion- 
al patterns iA the general population, there is extensive literature i^j 
on the emotional development of presumed normal infants. Inter- ! 
estingly, daring the past 15 years there has been considerably 
greater documentation of normal emotional development in infants 
than probably £my other age group. 

It is now well documented that the infant is capable, even at 
birth and/pr shortly thereafter, of organizing experience in an 
adaptive fashion. He or she cari respond to pleasure and displeas- 
ure — Lipsettr 1966; change behavior as a function of its conse- 
quences— Gewirtz, 1965, 1969; form intimate bonds and make 
visual discrimiiiations— Klaus and Kennell, 1976; Meltzoff and 
Moore,' 1977; organize cycles and rhythms, for example, sleep- 
awake, alertness states— Sander, 1962; evidence a variety of affects^^ 
or affect proclivities— Tomkins, 1981; Izard,* 1978; and Ekman, 1972; 
and demonstrate organized social responses- in conjunction with in- 
creasing neurophysiologic organization— Emde, ' Gaensbauer, and . 
Harmon, 1976; the infant from the early months demonstrat<^' a 
unique capacity to enter into complex social an^ affective int^ac- 
tions— Stern, 1974a, 1974b, 1977;, Brazelton, 1974. A 

It islnteresting to note that this empirically doculnented view of 
the infant is, in a general sense, consistent with weud's early h>^ 
potheses, 1911, and Hai*mann's postulation, 1939, of an early Un- 
differentiated organizational matrix. That the organization of expe- 
rience broadens during the early months of lifd to reflect increases 
in the capacity to experience and tolerate a range of stimuli, in- 
cluding responding in social interaction in stableVand personal con- 
figurations, is also consistent with recent empirical data — Emde et 
al., 1976; Sroufe, Waters and Matas, 1974; Escalbna, 1968; Stem, 
1974^, 1974b; Sander, 1962; Brazelton, Koslowski and Main, 1974; 
Murphy and Moriarty, 1^976. 

That increasingly complex patterns continue to emerge as the 
infant -further develop^ is indicated by complex emotional re- 
sponses such as surprise— Charlesworth, 1969, and affiliation, wari- 
ness and fear— Ainsworth, BeU and Stayton, 1974; Bowlby, 1969; 
Sroufe and Waters, 1977, observed between 7 and 1 2 months: explo- 
ration and reiueimg patterns— Mahier, Wne and Bergman, 1975; 
behavior suggesting functional understanding of objects; Werner 
^ knd Kaplan, 1963, observed in the middle /to latter part of the 
" second year of life and .the eventual emergency of supabolic capaci- 
tieis—Piaget, 1962; Gouin-Decarier 1964; Bell, 1970. 

In the. above studies, there is a consensus — and there are no dis- 
senting studies— that by 2 to 4 months of age at the latest, and 
often much earlier, healthy infants are capable of responding to ; 
their care giver's faces, smiles, and voices with brightening or al- 
tering and, often, with a smile and reciprocal vocalizations, sug- 
gesting poisitive affect, as. well as other reciprocal responses. Fur- 
thermore, the infant care giver's interaction patterns become pro- 
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^ith appropriate reading, of cues ^nd systematic differential; re- i 1 
spbnses/ itne i^ifant's or toddler's behavioral repeirtqire. becomes i 
complicated and ; communications take oh more organized, meaning- ■ 
fu| configurations. By 12 months of age, the infant is connecting be-! ' 
haVioral Units into larger organizations as he exhibits xomplex 
emotional responses such as afuliation, wariness, and fear '(Bowlby, 
1969; Ainsworth et al., 1974; Sroufe and Waters, 1977). 

As the toddler moves farther into the second year of life, in the 
context of the practicing subphase of the development of individu- 
ation [Mahler et al., 1975), there is an increased capacity for form- 
ing original behavioal. schemes (Piaget, 1972) and imitative activity 
and intentionality. 

Avtype of learning through imitation evidenced in earlier devel- 
opm€tnt.now seems to eissume a more dominant role. ,As imitations 
take on a more integrated" perspha:! form, it appears the toddler is ; 
. adoptkig: or internalizing attributes [ of his care givers. To describe 
these/neW capacities, it is useful to consider a fourth stage, that of ; • 
behavioral organization, initiative, and internedization. 

As the toddler moves into the end of the second year, with fur- 
ther CNS maturation,.^\y,e notice an increased capacity to form and ; ; ^ 
organize mental representations, i.e., ideas. Internal sensations arid > ' 
unstable - images become organized inj a mentail representational ■ i 
form vHfeich can be evoked and is somewhat stable (Piaget, 1972; 
Bell, 1970; Gouin-Decarie, 1965). While this capacity is initially ; 
fragile (i.e., between 16 and 24 months), it sopn appears* to become 
a 'dominant mode in organizing the child's behavior, and a fifth 
stage can be documented, that of forming mental representations 
<yr ideas. ^ 

As a clarification of related concepts, it should be pointed out 
that the capacity for ^'object, permanence" is relative and goes 
through a series of stages (Gouin-Decarie, 1965); it refers to the tod- ; 
dler's ability to search for hidden inanimate objects. Represents- 
tiortal capacity refers to the ability to organize and evoke internial 
organized multisensory experience^f Jbhe animate object. The*" ca-' 
pacities to represent animate and inanimate experiences ^re relat: ; 
ed and depfjnd botV on CNS myelination and appropriate experi- ^ 
ences. The process ;> " "int!B;'nalizatipn" may be thonghtdf as an in- 
terniediary process. Internalized experiences eventually becomes 
sufficiently 4>rganized to be cdSsidered representations. 
At a representational level, the child again develops his capaci- 
ibQigationr=iat^^on=«nd^=^ffegea^€^^ as causal 

schemes previously were developed at a somatic and behavioral ■ 
level, now they are developed at ^ representational level. The child | 
begins to elaborate and eventually differentiate those feelings,^ ; > 
thoughts, and events that emsiinate from himself and those that : 
emanate from others. He begipsi^to differentiate what he experi-| ■ 
ences 'and does from the impact of his actions on the world. This^^^!^; : 
griadually fornis the basis for the differentiation of ''self' represenTj ; 5 
tatibns from those which ejnbcdy the external world, animate and ; 
inanimate,vand^alsQ provides tie basis for such crucial peiwnality 
functions! as knowing what is real from unreal, impulse and niood 
regulation, and' the capacity t<j> focus attention and concentrate in 
order to learn and interact. " 
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I tiatesa ndii ribijge bf. ^deational'^iK^ 
\ .; miauis either without representsdioncd (^pacii^ br 'undifieri^ ; 
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(i.e., deficits with reality testing, impulse control, focused, concen- 
tration, or who may form and differentiate self and object reprteen- 
tations only at the -expense of extreme compromised in the range of 
tolerated experience (for example^ the schizoid^child who with- 
draws from relationships). Similar adaptive or n&ladaptive struc- 
tural organizations can be observed in later childhood— the trian- 
gular phase-^latency; and adolescence^. 

A more detailed discussion of this framework, including princi- 
ples of prevention and intervention, is available (Greenspan, 1979, 
1981). It should also be pointed out that through videotaped analy- 
ses of infant-caregiver interactions (Greenspan and^Lieberman, 
1981; Hofheimer, et al., 1983) these pattefns-can be reliably rated 
and new raters trained to and kept at high levels of reliability. 

Three, a special challenge; infants of the multi-risk family and de- 
velopmental morbidity. My colleagues and I in the Clinical Infant 
Research Unit at the Mental Health Study Genter of the National 
. Institute of Mental Health in Adelphi, Maryland, have been able to 
: obtain an indepth .picture of the unfolding of infant morbidity par- 
ticularly .^psychologidial, social and cognitive malfunction in the 
multiple-risk factor family. Families were referred because of 
severe interferences with their capacity to provide primary and sec- 
ondary maternal functions for their children as indicated by dem- 
onstrated difficulty iii rearing an older child who was manifesting 
severe psychological; social, and cognitive problems. 

We_Aise the term "multiple risk factor families" for those not 
only at'risk of infant mortality and perinatal morbidity, but dlso 
for those in which the children appear to be at risk of "develop- 
mental morbidity. "jOur clinical impression is that faimilies at the 
high-risk end of the spectrum in respect to any single risk factor, for . 
example, substance abuse or poor nutrition, often evidence multi- 
risk factors. Such families have also been described as "multiprob: 
lem," "hard lo reach," "crisis-oriented," arid so forth— Pavenstedt, 
1967;^Buell, 1952; Gurtis, et al., 1964; Geismar and Sorte, 1964; Min- 
uchin and Mbntalvo, 1967; Minuchiir et al., 1967; Riessmali, 1964; 
Riessman etal.^ 1964; Zilbach, 1971. 

In addition, they have been classified by the way. they use the 
, service system and according to the kinds and numbers of problems 
.they. have. Results of the latter approach suggest that poverty or 
welfare status is not the only identifying characteristics, sinc^ fain- 
ilies across the socieconomic strata evidence the same multi-prob- ' 
^^^^^^^^^J^ijh^iactms^ 

In spi£e~of definitional differences, there has been^ieneral con- 
sensus on the dinicar characteristics of these families. 'They tend, 
for example, to think only in concrete terms, io be need-oriented, 
and to have difficulty in anticipating the future and conceptualiz- 
ing the consequences of their actions. ^ / 

The part-entis operate on a survival basis, bftcsn competing with 
- their children for concrete, as well as psychological and soci^, sup- 
ports [Pavenstedt, 19Q7; Minuchin^ and Montalvo, 1967; Zilbach, 
1971; Geismar, 1968; LaVietes, 1974; Levine, 1964; McMahon, J964]. ' 
Although mosj of the faipilies share these' characteristics, an indi- 
yidual family may differ m some respects/ Some of the families evi- 
dence clearly diagnosable mental illness such as a psychosis, and 
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some, a predominance of severe antisocial and asocial personality^ 

patterns. ^ , . V • • • 

Others are characterized by passivity and inadequacy in coping 
with life's daily challenges^ Individual clusters of symptomatic be- 
haviors also characterize the families— psychotic svniptoms» child 
abuse, spouse abuse, marital difficulties, qrime, delinquency, > dco- 
holism, physical illness, and suicide [Pavenstedt, 1967; Buell, 1952; 
Geismar and La Sorte, 1964; Minuchin et al, 1967; Mazer, 1972]. 

While for the most part these families have been thought of as a 
social problem,' careful psychiatric and psychosocial evaluations of 
our population revealed aliigh incidence of psychiatric disturbance 
and history of impaired psychosocial functioning. 

Estimates vary regarding the use of health, social services, and 
welfare systems by these families. However, the significance of the 
challenge that they present is indicated by a study conducted some 
time aga in which 6 percent of the study population was found to ' 
be using 45 percent of all public health resources and 55 percent of 
all social, psychiatric, and other auxiliary semcesr It has been ^^^^^^ 
mated that this 6 percent use approximately 70 percent of all 
public expenditures for health, social, and auxiliary services; a , 
report of the congressionally authorized Joint Commission on the 
Mental Health of Children, 1965. While there are n6 similar recent 
data^ a guess is*that the problem may be'' much greater now. - ^ 

Few indepth studies have been conducted ^tthe' development of 
the children in multirisk factor families; Iif the classic, descnptive 
study of Pavenstedt of 1967, only 13 of su«i families, which had 40 
to 50 children between the ages of 2^/2 and 6 years, were studied. 
Nevertheless, the chnical impressions from the study were stnkmg. 
Almost all the children showed social and psychological character- 
istics more consistent with IVa- to 2-year^lds in their egocentricity ; 
and need orientation. , ■ 

Their ability to use a symbolic or representational mode to plan 
for their own needs and to consider the needs ?md actions of others 
was limited, and they had variable self^tefem. Tliey tended to 
think in fragmented, isolated units, ratheX than in cohesive pa^ 
terns. They were not capable of goal-directed organized action and 
were limited in their ability to socialize and interact appropriately 
for their age. The children already had an ingrained defeatist atti- 
tude and the core of an aimless, either asocial or antisocial person- 
ality. The conclusion of the study was that there was a dire need^o 
und*^r ^<^ni1 t l ifi-fi<>vel^pmenal^prQc ess-i n such children_fro m_ the 
prenatal stage into later Qhildhood. ^ i. j L 

Subsequently, no indepth longitudinal studies have been done be- 
ginning with the prenatal period and following the children in multi- 
risk-factor families for 5 or more years, as is necessary to obtain 
information on how the behavioral patterns of these children devel- 
op and to gain insignt into the repetitive, multi-generational nature 
of these fanjilies' problems. ' ^ ' . i 

It ^emed especially critical to ictentify the adaptive itnd mala- 
daptive developmental patterns of such children and the r famili^ 
over time and to determine the clinical and service svr^em tech- 
niques that are appropriate for preventive intervention. Therefore, 
we undertook a study of multi-risk-factor families. We nrov t Jed pe- 
riodic evaluations of the children in such families, ba^e ^ stand- 
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ardized tests and' naturalistic clinical and standardized recorded ob- 
servations; for example, video tapes of interactions between the 
children and their care givers. *: 

We have been able to study in depth for 2 or imore years some 50 
multi-risk factor-families with more than 200 children. EfTorts matte 
to recriiit these families and the clinical service approaches 'and/a% 
sessmentk are described elsewhere. : ^ 

It quickly became apparent to thp^staff :in the program Chat we 
werie' dealing with families of varibils composition that were evi- 
dencing, many risk factors. such as psychiatric impairment, low edu- 
cational and socioeconomic status, hot only in the case of the par-, 
ents who were the potential participants in our program, but' also 
iri*^ the case of thfeir own^lparents, high levels of social and psycho^ 
logical stress during the woihan's pregnancy, and vailing degrees 
Of nutritional deflcits and substance abuse. " 

It also became apparent that infant morbidity, ^infant mortality, 
^nd perinatal morbidity all may be "related to the same common 
factors— ineapacities of the infant's caregivers for self-cafe, care of 
another, planning around a piregnancy or a child's developmental 
processes. In our group of mtflti-risk-factor 'families, successful pre- 
natal intervention reduced the expected levels of bbth infant mor- 
tality and immediate postnatal morbidity; few of the babies were 
Tborn with physical or neurological handicaps. Yet we quickly ob- 
served that the next challenge, and in many respects the' far more 
difficult one, was to reduce developmental morbidity. " 

I will discuss only some preliminary trends observed in children's 
development. These trends will be presented in a theoretical frame- 
work in which the stages of a child's early development and the . 
adaptive infant and family patterns that can be (^xi^K^ted in each 
phase of the child's development— as revealed in' bur work— are 
conceptualized. The trends described will not apply to every multi- 
risk factor family, since different families and diflferent infants ap- 
parently experience arrest at* various levels of development 

Intensive .work with multi-risk-factor families, however, hag 
shown us that they rarely are able to negotiate an infantas develop- 
nient into the second year- of life without there being evidence of 
disruption in their infant's' development and a need for specific 
services to overcome it. We have been able to identify the point at 
which the family fails to support the infant's development and aL, 
which the subsequent disordered development occurs. jK 
' JVp also have gained a preliminary impression o? n distributiSi^ 
in which the :m6fB^turb^-famm«~^Wl^ e jngar^'unWf 

infant's first year, whereas in some of the less disturbed famili^ ' 
there is no evidence of the likelihood of mtyfbTdilSrtmtil the second 
y^iw of life , In general, none of the ntulti-risk-factor^Mmilies studies 
Hav y iTieen totally free of the morbidity described in this section. 

We huvfcs observed* babies in the program who during the first 
few days of life are, for the most part, well in terms of weight, sis^e, 
and overall physical health status, but who have difficulty in r^gu- 
lating^ social responsiveness, establishing habituation patterns, and • 
organizing their motor respK)nses. Most of them are withdrawn and o 
unresponsive to animate stimuli; othei^ are hyperlabile and overly 
responsive. Nevertheless, in contrast, a nuriiber of our babies also 
seem toi be in bpti -nal conditipn, even in terms of the soft neiiro- 
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iog&ydisigx^ are appn>priiatdy jBidaptive in their initial capac- 
ii5ff!fbi^:hom<^^ aM cm emerging 

4^tbe- w(^dJ • i ■ ^ ^ • ' ' ^ ; • ; / f ' ' ^ ' ^ \''\ . ^ i' 

; i'^ y^i;^^! babies in our program, most of whom i were at 

! ; mk prenatfl^^ but who had; hormal paiteniia of development pe 
M natkUyT-sprehatal inte^ assured adequate; nutnjipn 

i \ and i otlieit fiuppbrts,l including apprbjpriate medical care— show sig^ 
I liificantlyi less thiah (^tinaal develop as' early as the first 
month of life. Pediatric, neurological, and Brazdton nebnataTexr 
• aininatiohs at 1 morilii of ; alge; for example; ^diowjiev«loi^^ 
i! i pn^ef^dn but not the increased capacity-fbrTofientation chariafc- 
; teristic of a nbrnmtive popiil^ ' r^^^^^ • ; ; ^ | 

; n ; IhteriMtingly,nth^ comprehertsive intervention j 

1^ wasiamilar to;nor^ atbirth but was slig^itly ^ - ; j f; 

i lower in their; brientatidn capacity by 1 mohth. Our high-risk 
i :^bup, i^ivibg only periodic qroluat tended^w be wom;in; a ; ; 
^\ \xi^^ including orientation^ habituatiohi' and mptw op-r : i I ft 

I i igan imth ^TOmie Of the mbstjdikt^ famili^ haying ; 1^ 

fHlefirfthe'prbpJ^^ j^Jr; 
I Htite bbniml^iM iihterventioh gr^^ month. :Bjr;3i ^on ; 1 

: M^^i iinistB^ of bapfiuaty^ fDr fself4:'eg|iflatiori land an \'.% 

j ; iinfeiSt iii^ti^ oitr babies; show increcBe^ 1 rji 

MldenH^s^towaniiiybili^^ n 
iS^lscnce ialert; and feediiig pcdterns^ >^ 

H fci^regiversp instead ipi^ fan l owerall cajpacitjr i for; Offering^ the : ; 

f^l babifes teomiE^ and an interd*:in the w^ 

i ; tp vdtiidraw .fn)m them fand aybid-them or overstimulate them in a i ; 
! diabliic and intermittent fashion; ? ^ ; ^ : ; ; , ] 

1 : At about the^ jefgM of 2 to 4 months, we expect to find m the; 
/ r infahli Jthe begirmings of a deep rich emotional; investment in the: 
human worid, especially in his primary! car^vers. We also expect 
i a human environment that will fall in love with the child iand will 
! that child te^f^ in love in turn, in:,aja e£fec?tive; multimM 
; pleasurable manner. Instead, a signiGcant number of these chil-: 
i dren exhibit a total lack of-ibvolvement in the human worM 

involvement that ia^nonaffective, shallow,^ and impersonal, and we 
i see carejgivers 'who jlre bmbtionfidly distant, aloof, impersonal,^ and 
' higlily ambivalent about their children. I , . 

between 3 and 9 i months of age, we expect an infant s capacity 
' for interacting with the World in a reciprbcal, causal, pr purposeful 

; Tn>n"<^r fii^hp^ „I^^Ye3"n,g^"d form ^iQundation^ fot^^^ ± 

ganized causal tehavior or thinking— reality orientation :fimd test- 
: ; ing. Instead, in the multi-problem families, the child's behfivior and 
; affeyi^remain: under tiie control of his* internal states in random 
and chaotic or murrow, . rigid, and stereotyped patterns of interac- 
' i tion.i ITie child's environment, instead of offering the expected opti- 
\ Eial contingent responsiveness to the child's varied signals, tends to 
:l ignore or misirtiad them. The child*s caregivers are overly preoccu- 
piW, depressed, or chaotic. • \ ' ^ . . .. .i. 

Toward the endji^te first year of life and the beginiung of the 
r; secbnci,' a child u|a mmtiple risk factor fanuly, instead of showing 
:! ah 'increase in *^airized,' complex, :assertive, and innovative emo- 
tional and behafioral patterns— for example, taking his mother's 
; : hand and leswling her to the refrigerator to show her ;the kind of 
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ized patterns. These tbddlers may be withdrawn sOid' compliant or- 
/ highly' aggressive, impulsive, and disorganized. Their human envi- ' 
ronment tends to be intrusive, controTlihg, and fragmented. The 
i toddler may have been prematurely separated from his caregivers 
or the caregivers may exhibit patterns of withdrawal instead of 
admiringly supporting the toddler's initiative and autononiy aiid .^ 
helping mm to organize what are now more comples^ capacities for 
' Communicating, interacting, and behaving, » " 

As the toddler's potential capacities continue to develop dn the- 
\ latter half of the second year and in the tliird (18 to 36 mjDntt]Ls)j 
profound deficits can be more clearly observed. JTne cKild, ihsttod 
. of developing capacities for internal represehtations-r-imagery-— 
around which W organize his behavior di^d feelings and for difier- 
entiating ideas, feeungs, and thoughts pertaining to the self and 
the nonself, either develops no representational or symbolic capac- 
* ity, or if the capacity develops, it is^ not elaborated beyphd th^ most 
elementary descripti ve form so that the child's behavior remains 
shallow and polarized. ^-^^ > 

His sense of the emerging self, as distinguished from*the sense of 
other people, remains fragmented and undifferentiated.* The child's 
potentially emerging capacities for reality testing, impulse regula-. 
tion, and mood stabilization are either compromised or* become ex- 
tremely vulnerable to' regression. In other words, we seie patterns 
either consistent with later borderline and psychotic personality 
organization or severe asopial or antisocial impulse-ridden charac' 
ter disorders. * , . 

At this stage, the underlying impairment manifests itself in the 
child's inability to use a..representational or s3rmbolic mode tb. oi^a*. 
nize his behavior. In essence, the distinctly human capacity of oper- 
ating beyond the survival level, of using mtemal^in^agery to elabo- 
' - rate and organize complex feelihgs and wishes and to construct 
trial actions in the ehiotional sphere, and of anticipating aiid plan; 
ning ahead are comprojnised. 

In many of our families, the parents simply do not have these 
capacities. Even when they are not under emotional distress or in 
States of crisis or panic, they do not demonstrate a symbolic mode^ 
as evidenced in the lack of verbal communication — only (Aie asu^*t 
of symbolic communicptibn— and in the lack of symbolic play.JSuch^ 
families tend to be ft* ful and to deny and fail to.meet needs in 
their children that arc vppropriate for their ages. They engage the 
child only in nonsymt 'jlic modes o^ communication, such as hold- 
ings feeding, and administering physical punishment, and at times 
they misread or respond ^unreali^tically to the chUd's emerging 
V communication, thus undermining Jthe development in the child of . 
a sense of self and a flexible orientation to readily. 

Needless to say» the mastery by the children in these families of 
higher level developmental tasks i& even more difficulty. At each 
ne^ level of development* the infants and toddlers who for a vari- 
ety of reasons have survived earlier developmental phases intact 
invariably challenge the multi-risk-factor environment with their 
new capacity, for example, with their capacity for dymbolic com- 
: r municatibn. The iiealthier the toddler, the more challenging and 
: overwhelming he is likely to be to the people around him. - » ^ 
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. In a pattern that wc^.have frequently observed, the child moves 
ahead of the parent, engaging, for example, in symbolic play 
around themes of dependency or sexuality, and thus the parent be- 
comes confused and either \yithdraws from or behaves intrusively 
toward the child. Shortly, unless other more skillful caregivers are 
available, the child begins to regress to presymbolic moides of bie- 
having. The child may be able to consolidate his higher level capac- 
ities when he begins to receive support from other systems, such as 
the school, and is capable of understanding his parents' limitations. 

These capacities, however, can only develop when the child, is a 
r*tl^ older. The youngster who experiences developmental failures, 
the failure to develop a full representational or symbolic 
• :y — the basis for formal school experience later on — \yil^un- 
u u onanly be handicapped in ^all subsequent opportunities 'for- 

Response to preventive clinical arid service. ^y^tem approaches; 
the potential for recovery: On the encouraging'Side, we have found 
that in most of the families we work with, the maladaptive trends 
just described caa. be reversed. By carefully pinpointing the area in 
which a child*s development first begins to go awry and by using 
organized and comprehensive clinical techniques, and service 
system approaches, we have been'able to effect significant reversals 
in the direction of more adaptive patterns. ' 

Many parents in our population began their childrearing as teen- 
.agers and; have commonly experienced further deterioration in 
their own functioning and that of their infants with each subse- 
quent birth. In most instances, howeVer, even when a woman has 
had four or more children, we have been- able to reverse this, pat- 
tern of deterioration by means of appropriate clinical methods and 
servfces. „ ^ 

In a number of these, multi-risk-factor families, we have observed 
that after they enter our program, a gradual improvement takes 
place in the mother and a modest but positive change in the first 
baby born thereafter. Then, if the family remains in the program 
and a second baby^s born, the change in the family is dramatic 
and 'is reflected in the new baby's morr optimal development. 

For example, Mrs. E was pregnant when she came to our atten- 
tion. At first glance, she appeared to the team social worker to be 
beyond help after she was found sleeping on the street. .All of her 
children had been removed from her tare by the County Depart- 
ment of Protective Services after she had severely abused and ne- 
glected thepi. Mrs, E appeared unable to think except in concrete 
terms, at Ximes was psychotic, could not communicate her thoughts 
and plans, and seemingly lived by- impulse only and a talent for 
survival. ' / . 

Shortly before. the^btrth ^of her child a je.W months later, howev- 
er, she entered our pvrogram, prompted by bur outreach efforts. All 
of our collective efforts to induce Mrs. E to use a support struc- 
ture—for example, to obtain housing, food or clothing — failed. Nev- 
ertheless, subsequently, of her own . accord, she requested foster 
care for tlie new infant before severe trauma could be inflicted on 
the child. ' ^ ! ' 

Mrs. E maintained contact with this child and made a great deal 
of progress in treatment over a 2-year period. When she became. 



79 



pregniant again, not only could she care for the newest baby but 
was able to work and support an apartment. Thus far, with thera- 
peutic support, she has nurtured a competent 11-month-pld ^nd 
also has become constructively involved with her older children. 

Even when improvement was not so dramatic, the expected [lat* 
terns of deterioration often did not take place in our families, and 
some of them became capable of adequately supporting-the growth 
and developnient of their children. Many mothers, for example, 
yfho previously had children taken away and put in foster care, 
became able to care for a new infant as well as for their older chil- 
dren. Also, sonie mothers who had been recurrently hospitalized 
for psychiatric illness in the past developed the ability to function 
appropriately \yith a new baby and have not been rehospitalized 
for psychiatric illness for two or more years. 

We found that the babies in our families had a surprising capac- 
ity to recover from early developmental deviations. Even when an 
inf -^t's development had deteriorated during. the first 3 months of 
life—as evidenced by gaze aversion, muscle rigidity, and a state of 
liability — intervention with appropriate patterns of care, including 
special ( ' aical techniques, could lead to adaptive homeostatic and 
attachment capacities within 1 to 2 months. : 

Infants would become apathetic and withdrawn and begin to 
show delays in sensorimotor development when no one would read 
, their signals or respond to them. However, with patient, clinically 
informed care, they would begin interacting with people and, 
within 2 to 3 weeks of intensive intervention, would begin to catch 
up developmentally. 

. I can discusr only briefly some of the principW^on which a clini- 
cal and service system approach to both multi-risk-factor and less 
at-risk families should be based. Services for the multi-risk families 
have been the subject of only limited study. I will try to present 
some perspective on the organization and service challenges for the 
child and family related to the child at each stage of his develop- 
ment 

— AT comprehensive approach, as indibated earlier, requires that a 
number of elements be combined: (a) Services that respond to con- 
crete n. ,-ds for survival — food, housing and so forth; (b) a planned 
effort to meet the need of the family and the child for an ongoing, 
trusting human relationship; (c) specific clinical techniques and ' 
services that, focus on the many lines of a chad's development and 
that are specific to the child's tasks at each developmental sub- 
phase; and (d) a special support structure to provide at one site par- 
tial or full therapeutic day ciare for the child^ innovative" outrieach 
to the family, and ongoing training and supervision of the program 
staff. . . , 

To respond to the family's concrete needs, various community, 
agehcies need to be organized to build a foundation for the family's 
survival. However, this approach alone will not insure a family's 
survival, since many of the families, for a variety of reasons, are 
adept at circumventing offers of traditional supports. 

The second component of a comprehensive effort, and one that is 
absolutely necessary, for these families, is a human relationship 
with one or ruore worker^. Such a rel'ationship, however, is not 
easy to establish, because 



istrust is often mgramed m each parent 
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as well as in the family as a unit. This human relationship needs " 
to grow in ways paralleling the infant's development and needs to 
help the parents facilitate that development. To provide his hun^an 
relationship), we have used both a team and. a single primary clini- ' 
cian. 

Organizing to respond to a f amily's concrete heeds and offering 
the family a human relationship?, however, are. npt enough. That 
.human relationship must be aWe to help the parents understand 
some of their maladaptive coping strategies and teach them how to 
deal wjith thejr own primary needs and those of their infant. In ad- 
dition,' special clinical techniques and pattern? of care, to reverse 
maladaptive developmental patterns in ths aroas of. affect and 
social interaction, sensorimotor developmer^t, and cognition must 
be available at the appropriate time. 

Moreover, in our clinical experience, theLiiiterventiori must occur 
over a sufficiently ^long period to allow the family's own strengths 
to take over and sustain it. We are speaking here then not of a 
crisis intervention approach over a few months, but an approach 
' that will be available to/the families for several years at/a mini- 
mum. We have, found that after working with many of these fami- 
lies for some 2 years, the mother's capacity to nurture ^and facili- 
tate the development of a new, baby is significantly more advanced 
than when she entere<i the program pregnant with an earlier child. 

Our impression is,, when the helping relationship is offered over 
a period of time, the frequently observed trend of/ multi-problem 
families to deteriorate further upon the birth of each subsequent 
baby— a trend that often starts when the parents are still teen- 
agers — begins to be reversed. / , 

In addition^^the approach to the multiple needs of these infants 
and their families must be integrated. Simpl]^ offering nutritional 
advice or educational counseling, providing cognitive stimulation, or 
taking an •entirely infant-cehtered or entirely family-centered ap- 
proach may not be sufficient. The infants / have individual differ- 
ences, that dictate special^atterns of care; at the same time, the 
concerns of their pare givers and other fartiily members have to be 
addressed. Each stage in the infant's and the family's development 
requires specialized clinical services and service system approaches. 

Although the costs of pffering pro-ams of* intervention are 
great, the costs of not offering them are even greater. The estimat- 
ed six percent of the U.S. popufactioh that^se 50 to 75 percent of 
all health, mental health, and social services* account for economic 
and social costs lhat are compounded by the additional loss to soci- 
ety that th?se people might have contributed to the labor force and 
to other creative endeavors. ^ 

Programs of prevention are expensive, but they are not so costly 
as might be imagined, since even when services are offered to an 
entire high-risk community, only a small percentage. of the .fami- 
lies in that community ^ Ul actually need the most intensive help. 

Selma Fraiberg, as di 'fx:tor of a Michigan infant mental health 
program, found that ir a program offering a range of preventive 
services, including inte^.nve individual clinical services, the aver- 
age cost per famUy p? cipating was $850. In terms of providing 
screeni ig and backup .o! an entire community, the cost per family 
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for such preventive services would average out to a significantly 
lesser amount. c o j 

Perhaps we need to look at the cost-benefit ratio. Using cases 
from our own study, we developed a model to project the probabil- 
ities—based on observed family patterns and clinical assump- 
tions— of different outcomes with and wthout preventive intervetn- 
tioh. While all projections, as with economic forecasting, are based 
, on assumptions which may or may not be triie, the trends we found 
are of interest. Also this model can be used with pther assump-- 
tions. Projected benefits, outweighed costs by five or six to one, de- 
pending on the degree of risk> Interestingly, in the cases at greater 
risk, in which initial <:osts might be. high, the benefit to cost ratio 
was often better than in less severe cases, because the benefits of 
preventive intervention were relatively greater. 

t'our, implications for a prevention policy. These same principles 
also apply to less at-risk families. When it has been estimated by 
the Department of Education that 13 percent of our school age chil- 
dren require special services, and informally clinicians and teach- 
ers estimate another 15 percent from all. social and economic back- 
grounds could easily benefit from special educational, health and 
mental health servic;es, the challenge becomes clear. 

Too many children from varying social and economic background 
are evidencing compromises in b*ic personality functions such as 
impulse control, self-esteem mainleilance, capacity to concentrate, 
to relate warmly to others and evfen to. te^t reality by the time they 
reach school. Equal opportunity,il not possible for these children as 
they begin with Handicaps, many of which we believe are prevent- 
able. Our concepts of education and health care must begin at the 
beginning when the nervous system is growing most rapidN. It 
grows to two-thirds its adult size in the first 3 years of life. 

A family's "ri^ht" to programs that will help them identify lags 
in their infants emotional; social, cognitive and neuromotor as- 
pects of development must become a ''given" as is thl5 right to edu- 
cation later on. Not all families require the level of effort described 
earlier. Many families only require heip in identifying lags and 
guidance in providing "special patterns of car." to help their in- 
rants function more competently. Othe- families recuire the four 
evels of preventive services described earlier. We must address 
both needs. 

Thank you. 

[Prepared statement of Dr. Stanley Greenspan follows:] 

Prepared; Statement of Stanley 1. Qreenspan, M.Dl, Chief. Cunical Infant Re- 
search UNIT, Laboratory of Psychology and Psychopathology, Intramural 
Research Program, NIMH 

It is an honor to be here and to have an opportunity discuss the prevention of 
health and mental health problems in infants, young children and their families. 
First. I would hke to thank The Honorable George Miller. Chairman; Dan Marriot. 
Kiinkrnjf Minority Member; and William Lehman, Chairman of thfs Task Force on 
Prevention Strategies, for focusinJC the Country's attention o;i children, youth, and 
famihes and on prevention as one of three priority areas. 

1 am a Child Psychiatrist and Chief of the Clinical Infant Research Unit. Intramu- 
ral Research Program. National Institute of Mental Health. DHHS. A major area of 
my professional interest is the adapLiVe and maladaptive emotional development of 
Mafants. children and their families. The following will reflect my own viewft as a 
clinician and researcher. . •-^ 
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The main points I wish to emphasize are: ^ • * „' * , j« «i«™««t Jn 

1 We know a great deal about normal emotional and mtellectual development m 
infants and young children, probably more than any other phase of the life cycle, 
including adulthood. An enormous body of research documents the newborn s capac- 
ities to, amonjf other things, use hU senses for perceiving his environment, makii^ 
visual and auditory discriminations, responding favorably to pleasure, emotional 
warmth and security, and responding unfavorably to deprivation of emotional and/ 
or sensory experience or to erratic overstimulation which overwhelms his or her 
early integrative capacities. The healthy infant continuaUy increases his capacity to 
process information and enter into ever more complex emotional, social and cogni- 
tive patterns during the early years. , - , . «^«+;«„oi 

2 Beginning with the first few months of life, we can now chart the emotional, 
social and cognitive milestones, much as we do the neurp-motor milestones of 8l^ 
ting. Crawling, walking and talking. We can also chart disturbances or departures 
from these expected developmental patterns, and identify some of the constitutional 
and environmental facto^-s associated With these disturbances.. For example, during 
the first two months healthy infants increasingly have monpents of a calm, but alert 
state where they practice using their senses of vision, hearing, smell.and motion, in 
contt-ast, hyperexcitable infants have rigid muscles, arch their backs, look away 
rather than toward their caregivers, and over-react to normal touch or souncte. Ihe 
hypo-reactive infants seem to *'bliut down^J^^nd evidence poor muscle tone; they do 
not alert or brighten to a variety of sensory and social overtures. 

Some infants appear to begin life with maladaptive patterns. In such iMtancw, 
even competent families may need guidance to figure out how to find just the right 
pattern of rocking, vocalizations and stroking to help their infaftts be calm, alert 
and interested in the sights and sounds of the world. Other infants ftart out able to 
evidence calm, alert, attentive states and appear to lose these earlv adaptive capaci^ 
ties. In these situations clinically we have observed either unavailable oi; overly in- 
trusive, chaotic caregiving patterns. Regardless of whether the basis fon^the early 
maladaptive patterns appears to be constitutional or a resultof early expenences. 
on. a case-by-case basis, we observed that providing special p^Hw^is^of (ftire helped 
the '"Jants return to competent developmental patterns. . j V *• i 

By 2-4 months we can. observe infants who evidence that enraptured eihotional 
engagement where they seem fascinated with the human wo-W.Jn response to their 
car^ver's smiling, talking face, they smile back; listen, and even move their anns 
in synchrony to their caregiver's voice. The infant's pleasurable emoUons and the 
strong investment of ths caregiver appear to motivate the infent to use and orga- 
nize his senses and his Sensory motor organization. In contrast we also observe in- 
fants who are already unresponsive to the human world, evidencing flat or despon- 
dent emotional expressions. They .may look awa^ rather than toward their^wre- 
givers and respond to the human voice with panic rather than comfort Secondary 
sensory motor delays and severe communication problems are nlSt uncoirtmon. Mere, 
too. we have worked with cases where there were constitutioi^ vulnerabilities, and 
others where the main problems were in the caregiving p^tqcnand still others 
where. both factors were present.- Most encouragingly, special >itt«T}8^o^ 
tended to reverse the maladaptive behavior. It would appear that the infant has 
great plasiticity and recovery power if we provide him oi her the opportunity tor 
favorable development. ^ ^ , . , . . 

As the infant progresses, we can observe irifanta who earn, cause and eflect m*i. - 
actions (i.e.. the world is lawful), and complex motor and social skills. EventiWH; 
18 months to 2 years they learn to use id< as to guide language. moUlity. imagina- 
tion and eventuallvto thmk and plan. In contrast, we observe infanta whose^bj-fiav- 
ior reihains randlBWnd chaotic, who never develoo funrtional complex wci<il l an- 
terns and the functional use of ideas. They eventually evidence language delays a d 
deficits in thinking, imagination and such basic personality ^fuiictions as Imo^^^^ 
what is real from pretend, controlling impulses and mood, ^ 
concentrate* and learn. We have been impressed bpr how important the second year 
of life Is for the development of higher level emotional and conceptual skills. Many 
toddlers develop competently and . are even P/ecocious^motorically u£il 15^^ 
months of age. Howev^. we feel that because of a lack^of appropriate experiences. 
Sey do not fully make the next step 5f using ideas to label and interoret feelings, to 
tS plwi and learn new conceptual skills that are «»ential for school and eventu- 
al participate in an increasingly technological society. Special programs at this 
age may have enormous payoff for many of these children. ^ . . 

Mdst importantly, tfiere is now a great deal of evidence fronj.««e.8t"4i^ and 
some emerging evidendfe from larger group studies that early identification and pre- 
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ventively oriented interventions can. effectively reverse early maladaptive patterns 
and promote healthy development. 
The elements we feel an intervention program must contain are: 

A. A focus on the interactions of the multiple aspects of development, including 
physical<neurological, cognitive, emotional, social and familial. Offering preventive 
intervention to the infant and not the family or for intellectual lags and not emo- 
tional and social limitations ignores the complexity of human beings and their fami- 
lies. 

B. Preventive inter/ention approaches tailored to the individual differences in in- 
fants, young children and their families. 

C. The integration of three levels into the preventive intervention approaches: 1. 
Attention to concrete needs for survival, food, housing, care; 2. An ongoing human 
relationship with a key member of the intervention team; and 3. Availability of sri^ 
cialized clinical, diagnostic and preventive intervention approaches for complex 
problems such as inmnts^with sensory hypersensitivities to touch or sound or pap 
ents with depressive illn^ or other disturbances. ' t ' 
, 4. There are especially challenging families referred to as multi-problem and more 
recently by our research group as multi-risk. Over 30 years ago it- was estimated 
that thL*y constituted 5 percent to 10 percent of the population but 'us<ed 50 percent 
to 75 percent of all the public health, mental health and social services. No recent 
data on this population exist. One. can only guess that this pattern may be even 
more extreme nov^ . 

In case studies, the child/en in these families were observed to have severe prob- 
lems in surh basic personality functions essential for school and later work and 
family life, as knowing the real from the pretend, controlling impulses and mo(xl, 
and focusing attention and concentration In order to learn and interact with others. 
We have f und that many of the emotional and cognitive disturbances of these^chil- 
dren can be identified as farly as4he first months of Hfe. Even fam\lies with more 
tha:: three generations ol marginal coping and a history of distrust of traditional 
services can be irwolvt-d in an ongoing preventive intervention program. More im- 
portantly, on a case-by-case basis, we have been able to show that the at-risk in- 
fants, young children and their families can be helped to competent functioning.- 

The intergenerational hature of these patterns are important. Often the multi- 
risk mothers begin their child rearing as teenagers and they and their children do 
wor«p with each subsequent pregnancy. These mothers describe a similar pattern 
with their own mothers.^ And in all.Jikelihood, their children will continue these 
patterns. We have observed in our cases that by helping a mother arid family with 
one child, ^ot only does thai child and the Whole family do better, but the next child 
.doeii better. U appears that a negative cycle of geometric proportions is broken and 
a poeitwe one begun. 

\ 5. T.he implications for a National health, mental health, and educational preven- 
tion policy should also be considered. With. 13 percent of our.school-age children re- 
ceivinr ?pecia( services and, as a clinical hunch, another 15 percent who could prob- 
ably Nt^nefit irom such services,, we must rethink our basic philosophy on such fun* 
da'itenlal notions as equal opportunity and an education for all our children. When 
' /dren enter school already handicaped in cognitive or emotional functioning, they 
not have an equal opportunity. In addition, they have critical educational lags. 
Eo .cation, health and mental health care must b^n at^the "banning/* when the 
brain is growing most rapidly. The brain grows to two thirds of its adult siws by the 
time 'A child is three. In my view, infants require phase specific nutriments of a bio- 
logical <>,^nui.riticn) and experimental (i.e., emotional, physical and cognitive expe- 
riences) -or' geared to their own individual differences and stage specific require- 
ments. Wi. ; some infants have unusual capacities to find the '^nutriments," if^they 
are literally anywhere nearby, the '"nutriments" must still be in* the vicinity in 
some form or a:i?thcr. Having availability to the ''nutriments" is essential for the 
attainment of criti':al milestones in the education, health and mental health of our 
infants in the first three years of life. These milestones indude, as discussed earlier, 
learning to: 1) regulate one's body and use. one's senses to perceive the world; 2} 
form distinctly human emotional relationships; 3) interact in a cause and effect or 
purposeful manner; 4) organize complex cognitive and emotional patterns; 5) con- 
struct ideas ^x> guide language, behavior andf feelings; and 6) to think and plan. All 
these mi! >^nes' which occnr before children have access to school are critical to 
their hea« .i, mental health and education. 

'/ 
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The following sections will briefly amplify each of the above points. 



1. Normal emotional and social development in ir^ncy. — While liiere are no 
larger scale studies of infants and younj^ children's affective patterns at different 
ages to partition the range of emot}or<a^ Txuttems in the general population, there Is 
extensive literature on the emotiouai development of presumed normal infants. In> 
terestiogly, during the papt fifteen years there has been considerably/ greater docu- 
mentation of normal exnotionlal developnii^nt in infants than probably lany other age . 
group. , \ \ 

It is now well-documented that the in«ant is capable; even at birth apd/or shortly 
thereafter, of organizing exipehsnce in an adaptive fashion. He or she can respond 
to pleasure and displeasure (Lif^stt, 1986); change behavior as a. function of its con- 
sequences (Gewirtz, 1965, 1969); form intii^iate bonds and make visual didcrimina- 
tions (^aus and KenneU, 1976; Me'll^ff and Moore, 1977); organize cycles and 
rhythms, e.g., sleep-awake, alertness scates (Sander, 1962); evidence a variety of 'af-' 
fects or affect proclivilier (Tcmkins, 1981; Izard, 1978; and Ekman, 1972); and dem- 
onstrate organized wc'ial responses in conjunction with increasing neurophysiologic 
•organization (Emde, Oat^nsbauer and Harmon, 1976) (the . infant from the early 
yronthfi demonstrates a unique capacity to enter into complex social and affective 
interactions (Stem, 19*^8, 1974b. 1977; Brazelt<^n, 1974). It is interesting to note that 
\ this empirically documented viv V of the infant is, in a general sense, consistent 
> with Freud's e^rfy hypotheses (i911) and Hartmann's poetulation (1939) of an early 
\ undifTerentiated org^ization matrix. That the organization of experience broadens 
during the early months of life to reflect increases in the capacity to experience and 
tolerate renge of stimuli, including responding in social interaction iii stable and 
oersonal configurations, is aiso consistent with recent empirical data (Emde et al., 
1976; Sroufe. Waters an/:! Matas, 1974; Escalona, 1968; Stem, 1974a, 1974b; Sander, 
1902; Brazelton, Koslowski and Main, 1974; Murphy and Moriarty^ 1976). That in- 
CTea£;ingly conr\plex pafv^^ns continue to emerge as the infant further develops is in- 
dicated by comii^ex ev^'^tional responses such as surpri9e (Charlesworth, 1969) and ^ 
&f^tiat>on, winness ana fear (Auisworth, Bell and StSyton, 1974; Bowlby, 1969; 
St Tufe and Wr^iters, 1977)r observed between 7 and 12 months; exploration and ''refu- 
oiliig"* patterns (Mahler, Pine and Bergman, 1975); behavior suggesting functional 
understanding of objects (Werner and Kaplan, 1963) observed in the; middle to latter 
part of thp: st^^nd year of life and the eventual emergence of ^tymbolic capacities 
(Piaget, 19f.i: , i3ouin-Decarie, 1965; Belli 1970). * _ 

In the above studiesi there is a consensus (and there are no dis&entihg studies) 
that 1^ two to Aiur months of age at the latest, and often much earlier, healthv 
Lifo&ts are capable of responding to their caregivers' faces, smiles, and voices with 
hri^ntening or alertirig and, often, with a smue and reciprocal vocalizations (sug- 
gesting positive aiTece) as well as other reciprocal responses. Furthermore, infant- 
;:aregiver's interaction patterns become progressive characterized by more complex 
social interaction as development proceeds. 

2. Comparison r ftzdaptive (normal) and maladaptive developmental patterns in in- 
fancy-- A. Psycho): ithology in infancy: The study of pi^chopatholQgy in infancy w a. 
new area even though the historical foundation for identinring disturbances in the 
early year> of Kfe is very impressive. Constitutional aind maturational patterns 
whl ;h influencrd the formation of early relationship patterns were already noted in 
the early 19(X)'s with descriptions of 'l>^ies of nervous inheritance" who 'exhaust 
theii- mothers (Cameron, 1919) and infants with "excessive net^e activity and a 
fimctionally immature'*, nervous system. 

Winnicott, who as a pediatrician in the 1930's begaht describing the environment's 
role in early relationship nroblifems (1931). was foUowed in the 1940's by the well 
known studies Mesdrib^g the severe developmental disturbances, of infants' brought 

^ rp in institutions or in other isituations bf emotional deprivation (Lowrey, 1940; 
Hunt, 1941; Bakwin,. 1942; Bowlby, 1952; Spitz, 1945).. Spitz's filnib resulted in laws 
in the Unit^ States prohibiting care of in/ants in institutions. 
. The role of individual differcn^^Jp^e infant based on constitutional matura- 
tiona) and er rly fnteractional patterns (i.e., ''nervous" infants descriBied b^ Cameron 
?919 and Ford :*1905 in the early 1900'8) again became ^ focus of inquiry, as Evi- 
denced by the observations ofBurlingham and A. Freud (1942); Bergman and Esca- 
lona's descriptions of infants with '^unusual sensitivities" (1949); Escalonia, Heide, 
Moriarity and Murphy's overview (1976); Murphy's vulnerability index (1976); Ch^-; 
and Thomas' temperament studies ^1977); Crayioto and DeLicardie's^escriptij^fhs-of 

' the role of infant Individ tial differences in malnutrition; and the impressiye^^iun^rg- 
ing empirical literature oh infants (Slander, 1962; Brazelton, 1974; Lipe^tt, 1966: 
Stem, 1974; Emde, 1976; Gewirtz, 1961; and Reingold, 1961, 1963: More integrated 
approacfiies to' understanding disturbancfer iii infaiicy has been emphasized in de- 
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scriptions of selected dinorder? and very insightful clinical case studies (eg Frai- 
berg, 1970; Provence, 1979, in press; Williams, et al., in press). 

In order to foster preventive efforts, we at the ClinicaJ Infant Research Unit. In- 
tramural Research Program, National Institute of Mental health, undertook a study 
of normal and disturbed developmental patterns in infancy in order to develop a 
more comprehensive classification of adaptive and maladaptive infant and family 
patterns. Below is a chart summarizing the adaptive and malaptive infant and 
;n7n ^r^P^^^'*"^ foUowed by a brief description of these patterns (see Greenspan, 
1979; Greenspan, Lourie and Nover, 1979; Grennspan and Lourie, 1981; Greenspan, 
1981 for a more detailed description of these patterns). 

The capacities described by these stages are ail present in some rudimentary form 
in very early infancy. The siequence presented suggests not when these capacities 
begin, but when they become relatively prominent in organizing behavior and fur- 
thering development. In this classification thfe first stage is the achievement of ho- 
meostasis, i.e., self regulation and emerginginterest through the senses in the 
world— sights, sounds, smells, touch, etc. On(ff*lhe infant has achieved some capac- 
^l^JS^ regulation in the context of engaging the world, and central nervous system 
(CNS) maturation is increasing (between 2 and 4 months of age), he becomes more 
attuned to social and interpersonal interaction. He is more able to respond to the 
external environment and to form a special relationship with the significant pri- 
mary caregivers. Thus, a second, closely related^tage is that of forming a human 
attachment. If an affective and relatively pleasurable attachment (an investment jn 
the human, animate world), is formed, then with growing maturational abilities, the 
infant develops complex patterns of communication in the context of this primary* 
human relationship. Parallel with, development of. the infant's relationship to the 
1 nS'Jl'"^^® where basic schemes of causality (means/ends relationships Piaget, 
197^) are being developed, the infant becomes capable pf complicated human com- 
munications (Brazelton, et al.,.1974; Stern, 1974a; Tehnes,' et al^ 1972; Charlesworth, . 

When there have been distortions in the attachment process (e.g., if a mother re- 
sponds in a mechanical, remote manner and/or projects some of her own dependent 
feelings onto her infant), the infant may not learn to appreciate causal relationships 
between people at the level of compassionate and intimate feelings. This can occur 
even though causality seems to be developing in terms of the inanimate world and 
the impersonal human world. We have observed infants who are differentiated in 
the assertive impersonal domain of human relationships but who are relatively un- 
differentiated in the fntimate, pleasurable domain^ 

Causual relationships are established between the infant and the' primary care- 
giver as evidenced in the infant's growing e' -lity to discriminate significant primary 
caregivers from others. He also becomes aL.<j to differentiate his own actions from 
their consequences, affectively, somatically, behaviorally, and interpersonally. Usu- 
ally by eight months of age or earlier, the process of differentiation begins aJong a 
number of developmental lines (e.g., with sensorimotor integration. '^affects, relation-, 
ships). A third stage therefore may be formally termed somatopsychologic differenti- 
atioh to indicate processes, occurring at the somatic (e.g., sensorimotor) and emerg- 
ing psychological levels.. ttn this context, psychologic refers to higher level mental 
processes characterized by the>capacity to form, internal representations or symbols 
as a way to organize experience.) While schemes of casuality are being established 
in the infants relationship to thte interpersonal world,. it is not at all clear whether 
these schemes exist at an organized representational or symbolic level. Rather, they 
appear lo exist mainly at a somatic level (Greenspan^ 1979). even though we do ob- 
serve the precursors of representational capacities. Some are perhaps even prenatal- 
ly determined (LouriiB, 1971). i ^ 

■ With appropriate reading of cues and systematic differential responses, the in- 
fants or toddlers behavrornl repertoire becomes complicated and communications 
take on more oi^anized, meaningful configurations. By J2 months of age. the infant 
IS connecting behavioral unite into larger organizations as he exhibits complex emo- 
H°"?L''P??'^ ^^^^ as affiliation, wariness, and fear (Bowlby. 1969;. Ainsworth et 
^'•' ^^n. Sroufe and Waters, 1977). A^ the toddler moves farther into the second 
year of life, in the context of the practicing 8u()phase of the development of indi- 
viduation (Mr .-ar et aL, 1975), there is an increased capacity for forming original 
behavioral sciiemes (Piaget. 1972) and imitative activity and intentionality. 

A type t learning through imitation evidence in earlier development now seems 
to assume a more dominant roI6. As imitations take op .iiore int^ated peribnal 
form, it ippears-the toddler is adopting or internp?:*ing attributes of his caregivers. 
To descnbe these new capacities it is useful to consider a fourth stage, that of 
behavidraJ orgai.ization, initiative, and internalization. 
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As the toddler moves into the end,of the second year, with further CNS matura- 
tion, we notice an increased capacity to form and organize mental representaUons . 
(Le., ideas). Internal sensations and unstable images become organized in a mental 
representational form which can be evoked and is somewhat stable (Piaget, 197Zv 
Bell, 1970; Gouin-D^rie. 1965). While this capacity is initially fr^le (Le., between 
16 and 24 months) Jt soon appears fo become a dominant mode in organizing the 
child's behavior, and a fifth stage cah be documented, that of forming mental repre- 
'sentations or ideas. As a clarification of related concepts, it should be pointed out 
that the capacity for "object permanence" is relative and ^oes through a series of 
stages •Gouin-Decarie, 1965); it refers to the toddler's abihty to search for hidden 
inanimate objects. Representational capacity refers to the ability to organize and 
evoke internal organized multisensory experiences of the animate object. The 
capacities to represent animate and inanimate experiences are related and depend 
both on CNS myelination and appropriate experiences. The Drocess of internaliza- 
/ tion" may be thought of as an intermediary process. Internalized experiences even- 
tually becomes sufficiently organized to' be considered representations. ^ 

At a representational level the child again develops his capacities for elaboration, 
integration, and differentiation. Just as causal schemes previously were developed 
at a somatic and behavioral level, now they are developed at a representational 
level. The child begins to elaborate and eventually differentiate those feelings, 
thoughts, and events that emanate from himself and^those that emanate froni 
others. He begins to differentiate what he experiences and does from the imjjact of 
his actions on the worid. This gradually forms the basis for the differentiation of 
**6elf' representations from those which embody th*te external world, animate and 
inanimate, and also prdvides 'the basis for such crucial personality functions as 
knowing what is real from unreal, . impulse and mood regulation, and the capacity to 
^ focus attention and concentrate in order to learn and interact . ^ 
The capacity for differentiating internal representations becomes, consolidated as 
object constancy is established (Mahler et al.. 1&75). In middle childhood, representa- 
tional capacity becomes reinforced, with the child's abjlity to develop derivative rep- 
resentational systems tied to the original representation and transforms them in 
accord with adaptive and defensive goals. This permit* greater flexibility in dealing 
with perceptions, feelings, thoughts, and emerging ideals. Substag« for these capac- 
ities include representational differentiation, the consolidaUon of representational 
capacity, and the capacity for forming limited derivative representational systems 
and multiple derivative representational systems (structural learning [Greenspan, 
19^79]). 

At each of these stages in varying degrees, pathologic as well as adaptive forma- 
tions are possible. These may be considered ab relative compromises in the range, 
depth, stability, and/or personal uniqueness of the experiential organization consoli- 
dated at each stage. The infant can form adaptive patterns of relation in the ear- 
liest stages of development. His internal states are harmoniously regulated and he 
is free to invest himself in the animate and-inanimate worid, thereby setting the 
basis for rich emotional attachments to his prih^ary caregivers. On the other hand, 
if his regulatory, processes are not functioning prboerly and he cannot maintain in- 
ternal harmony in the context of being availsWe toXdie worid, the infant may with- 
draw. From relatively minor compromises such as tfNlendency to withdraw and/or 
be hyperexcitable under stress, to a m^jor deviation sueh as an oveiVhelming avoid- 
ance of the animate world, we can observe the degree to which the mfant, even in 
the first nionths of life, achieves a less-than optimal adaptive structural organiza- 

^^Thus. the eariy attachments can be warm and engaging, or shallow, insecure, and 
limited in their affective- tone. In the early reciprdcal relationships, we can observe 

. differences between an infant who reads the signals of thet* caregivers and responds 
in a rich; meaningful way to multiple aspects of the communications (with multiple 
affects and behavioral communication), and one >yho can respohd only within a 
narrow range of affect (e.g.. protest) or who cannot respond, at all in a contigent of 
reciprocal manner (e.e., the seemingly apathetic, withdrawn,, and depr^ed child 
who responds only to his own internhJ cues). As the toddler, optiiji^y. becomes be- 
haviorafly more organize^ and complex patterns appear which reflect orimn^Uty 

. and initiative in the context of the separation andpaividuaUon subphase of devel- 
opment, we <sah observe those tpddJers who manifest^ this fuiradaptiye 
They may be compared with others who are stereotyped in their behayiorhl patterns 
(reffect no originality or intentionality), who' remain fragmented (never connect 
nieces of behavior into more complicated pattems)rOr who evidence polarities.of 
affect, showing no capacity to integrate emotions (e.g., the chronic negativistic ag- 
r gressive toddler who cannot show interest, curiositjfi, or love). ^ 

91-; ' ■ ■ 
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As a capacity for representational organization is reached, we can distinguish the 
child who can organize, integrate, and differentiate a rich range of affective and ide- 
ational life from one who remains either without representational capacity or iuidif- 
ferentiated (i.e., deficits with reality testing, impulse control, focused concentration, 
or who may form and differentiate self and object representations' only at the ex- 
pense of extreme compromises in the range of tolerated experience (e.g., the schizoid 
child who withdraws from rel^tionshipeX'Similar adaptive or maladaptive structural 
organizations can be observed in later childhood (the triangular phase), latency, and 
adolescence. 

A more detailed discussion of Chis framework, including principles of prevention 
and intervention, is available (Greenspan, 1S[79, 1981). It should also be pointed out 
that through videotaped analyses of infantcaregiver interactions (Greenspan and 
{.ieberman, 1981; Hofheimer, et al., 1983) these patterns can be reliably rated and 
new raters trained to and kept at high levejs of reliability. 

3. A special challenge; infants of the multi-risk family and developmental morbid- 
ity.-My colleagues and I in the Clinical Infant Research Unit at the Mental Health 
Study Center of the National Iifstitute of Mental Health in Adelphi, Md., have been 

• able to obtain an indepth picture of the unfolding of infant morbidity particularly 
psychological, social, and cognitive malfimction in the multiple-risk-factor family. 
Families- were referred because of severe interferences -with their capacity to pro- 
vide primaty and secondaiy maternal functions for their children as indicated by 
demonstrated difpculjty in rearing ah older child who was manifesting severe psy- 
chological, social, and cognitive problems. 

We use the term "multiple-riflk-factor families" for those not only at risk of infant 
mortahty and perinatal morbidity, but also for those in which the children appear 
to be at risk of "developmental morbidity." Our clinicial impression is that families 
at the high-risk end •of the spectrum in respect to. any single risk factor; for exam- 
ple, substance abuse or poor nutrition, often evidence multi-risk factors. Such fami- 
lies hfve also been describe , as* "multi-problem," "hard-to-reach," "crisisK)riented," 
and* so forth (Pavenatedt, 1967; Buell,'l952; Curti^ et al., 1964; CJeismar and Sirte, 
1964; Minuchin and Montalvo, 1967; Minuchin et al., 1967; Riessman, 1964; Riesman 
et al., 1964; Zilbach, 1971). *In addition, they have been classified by the way they 
use the service system and according to the kinds and "number of problems they 
'have.-^Results of the latter approacR suggest that poverty or , welfare status is not the 
only identifying charaTcteristics, since* families across the socioeconomic strata, evi- 
dence the same multi-problem characteristics jl^iiazer, 1972). 

In spite of definitional differences^ there has been general consensus on the clini- 
cal characteristics of these families. They tend, for example, to think; only in con- 
crete terms, to be need-oriented, and to have difficulty in anticipating the future 
and conceptualizing the consequences of their actions. The parents operate on arsur^ 
vival basis, often competing with the children fbr concrete, as well as psychological 
and social, supports (Pavenstedt. 1967; Minuchin arid Montalvo, 1967; Zilbach. 1971; 
Geisnaar, 1968; La Vietes. 1974; Levine. 1964; M<J«ahon, 1964). Although most of the 
families share these characteristic an individual family ma^ differ in some re- 
spects. Some of the families evidence clearly diagnosable mental illness "such bs a 
psychosis, and some, a predominance of severe antisocial and iisocial personality 
patterns. Others are characterized by passivity and inadequacy in coping with fife's 
daily challenges. Individual clusters of symtomatic behaviors also characterize the 
families^psychotic symptbms, child abuse, ^use abuse, marital difficulties, crime, 
delmquency, alcoholism, physical ilhiess, and suicide (Pavenstedt, l£t67; Buell, 1952; 
Geismar and La Sorte, 1964; Minuchin et al., 1967; Mazer, 1S72). 
, While: for the most part, these families have been thought of as a social problem; 
careful p^chiatric and psychosocial evaluations o^ our population revealed a high 
inddence'tof psychiatric disturbance and history of imptdred psychosocial function- 
ing (Jasnow et al^ 1982). • V. . 

_ Estimated vary re^irding the use of health, social 'services, and welfiau^ systems 
by these families. However, the significance of th#\:hailenge that they present is 
indicated by a study couductfd some time ago ^uell, 1952), in which 6.percent.of 
the study population was found to be U8ine[,45 percent of all public health resources 

• and 56 percent of all social, psychiatric, and other auxiliary services. It has been 
estimated that this 6 percent use approximately 70 percent of all public expendi- 
tures fojr health, social, and auxiliary services (report of the congreesionally author* 
ized Joint Commission on the Mental Health of Children. 1965). While there are no 
similar recent data, a guess is that the problem may be much greater now. 
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CIIII.DRKN IN MUm-RISK-KACTOR FAMILIES 



Few in-deptli studies h.we been conducted of the development of the children in 
multi-risk-factor famine's. In the classic descriptive study of Pavenstedt (1967), only 
13 of such familes (which had 40 to 50 children between the ages of 2»/2 and 6 years) 
were studied. Nevertheless, the clinical impressionsfrom the study were striking. 
Almost all the children showed social and psychoh^dalycharacteristics more consist-, 
ent with I ^/^ to 2'year-olde In their egocen tricky and. n^-orientation. Their ability 
to use a symbolic (or representational) mode ti plan for their own needs and to con- 
sider the needs and actions of others was limitfe;d, and they had variable self-esteem. 
They tended to think in fragmented, isolated tjn its, rather than in cohesive pat- 
terns. They were not capable of goal-directed organized action and were limited in 
their ability to socialize and interact appropriately for their age. The children al- 
ready had an ingrained defeatist attitude and the core of an aimless (either asocial 
or antisocial) personality. The conclusion of the study was that there was ,a dire 
need to understand th^ developmental process in such children from the prenatal 
age into later childhood. W ... • u u 

Subsequently, no indepth longitudinal studies have been done be^nning with the 
,,.VDatal period and following the children in multi-risk-factor families for 5 or more 
year5?%^s necessary to obtain information on how the behavioral patterns of these, 
childrenae^i^oD andf to gain insight into the repetitive, multi-generational nature of 
th^ familiespWpblenis. It seemed especially critical to identify the adaptive and 
maladaptive devempmental patterns of such children and their families over time 
and to determine tUte clinical and service system techniques that are appropriate'for 
preventive interventlWi. Therefore, we undertook a study of multi-risk factor fami- 
lies. We provided perIK|ic evaluations of the children in. such families; based on 
standardized fests and nSVuralistic clinical and standardized recorded observations 
(for example, videotapes of interactions between the children apd their caregivers). 
We have btien able to study in depth for two or more yefirs some 50 multi-risk-factor 
families with more than 200 childern. Efforts made to recruit these families and the 
clinical service approaches and assessments are described elsewhere (Greenspan, 
1981, Weider, et al.,198;j; Greenspan, et al:,1983-in pressX , 

It' quickly became apparent td the staff in tbfiLjjiiQCTamJhat we were dealing with 
families of various composition that werfe eVidencingTTiany risk factors such as jwy- 
chtatric impairment, Jow educational and socioeconomic status (not only. in the case 
of the parents who were the potential participants in our pro-am, but also m the 
case ofltheir own 'parents), high levels of social ahd psychological strws during the 
woman's pregnancy, and varying degrees of nutritional deficits and substance abuse. 
^It also became apparent that infant morbidity. Infant mortality, and perinatal 
morbidity all mav be related .to the same common factors— incapacities of the in- 
fant's caregivers "for s^lf-care, Care of another, planning around a pregnancy or a 
child's developmental proc^ses. In our group of multi-nsk-factor families, successful 
prenatal intervention reduced, the expected levels of both infant 'mortolity and im- 
mediate po^atal moi-bidity; few of the babies were born with physical or neurologi- 
cal handicaps. Yet we quickly observed that the next challenge, and in many re- 
spects the far more difficult on^, was to reduce developmental morbidity. 

PRELIMINARY REPORT ON OBSERVED TRENDS 

I will discuss only some preliminary trends observed in children's development 
These trends will be presented in a theoretical framework in which. ttie stages of a 
child's early development arid the adaptive infant and family, patterns that can be 
expected in each phase of the child's development— as revealed in our work— are 
conceptualized. The trends described will JiOt apply to every naulti-risk-factor faniily, 
since different families and different infants apparently experience arr^t at various 
levels of developmient. Intensive work with multi-risk-factor families, however, has 
shown us that they rarely are able to negotiate an infant's development into the 
second year of life without there being evidence of disruption in their infant s devel- 
opment and a need 'for specific services to overcome it. We have been able to identi- 
fy the point at which th6 family fails to support the infants development and at 
which the subsequent disordered development occurs.. We also have gained a pre- 




In general,, none of the multi-risk-factor families studies have been totally free of 
the morbidity desc.ribed in this section. r j n r 

We have oWrved babies in the program who during the first few days of life are 
'for the most part well in terms of wieight. size, and overall physical health status. 
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but who have difficulty in regulating social responsiveness, establishing habituation 
patterns, and organizing. their motor responses. Some of them are withdrawn and 
unresponsive to animate stimuli; others are hyperlabile and overly responsive. Nev- 
ertheless, m contrast, a number of our babies also seem to be in optimal condition, 
even in terms of the soft neurological signs, and are appropriately adaptive in their 
mtitwl capacity ^for homeostasis (self-regulation and an emerging interest in the 
world). \ 

Yet, in general, babies in our program, most of whom were at risk prenatally but 
who had normal pattern^of development perinatally (prenatal intervention having 
assured adequate nutrition and other supports, including appropriate medical care), 
glow significantly less than optimal development as early as the first month of life. 
Pediatnc. neurological, and Brazelton neonital examinations at one- month of age. 
for example, show developmental progression but not %he increased capacity for ori- 
entation charactenstic of a normative population. Interestingly, the group receiving 
comprehensive intervention was similakto normal comparison infants at birth but 
' was slightly lower m their orientation eVpacity by one. month. One high-risk group, 
receiving only periodic evaluations, tended to be worse in a number of areas includ- 
ing orientation, habituation, and motor organization (even wfth some of the most 
disturbed famUies having left the program, i.e., those with the greatest risk) than 
both the normal and mtervention groups at one month (Hofheimer et al., 1982) - 

r^y three months pf age, instead of a capacity for self-regulation, organization,' and 
an interest m the^world, a number of our babies show increased tendencies toward* 
labihty, muscle ngidity, gaze aversion, and an absence of organized sleep-wake 
«r ^'^k' . feedmg patterns. TJieir caregivers, instead of having an overall capacity 
for offering the babies comfort, prot^tion, and an interest in the world, either tend 
to withdraw from them and dvoid them or overstimiilate then! in a chaotic and in- 
termittent fashion. / ' 

At about Xhe ages of two tJ four months, we expect to find in the infant the begin- 
nings of a deep nch emotional investment in the human world, expecially in his 
primary caregivers. We al6o expect a human environment that will "fall in love" 
with the child and will Wbo that child to fall in love.in tum, in an effective, multi- 
modal, pleasurable manlier. Instead, a significant number of these children exhibit 
a total lack of mvolvem^t in the human world or an involvement that is. noneffec- 
tive, shallow, and iinpertonal, and we see caregivers who are emotionally distant 
aloof, impersonal, and highly ambivalent about their children. 

Between three and nine^ months of age, we expect an infant's capacity for inter- 
acting with the world in a reciprocal, causal, or purposeful manner to further devel- 
op and torn a foundation for his later organized causal behavior or thinking (reality 
onentation and testing). Instead, in the multi-problem families, the child's behavior 
and affects ipnain under the control of his internal statQi in random aiid chaotic or 
narrow, ngid, and stereotyped patterns or interaction. The child's environment, in- 
stead of offenng the expected optimal contingent responsiveness to the child's 
vaned signals, tends to ignort* or misroad them. The child's caregivers are overlv 
preoccupii^ depressed, or chaotic. ' 

Towafdthe end of the first year of Jife and the beginning of the second, a child in 
a multiple-nsk-factor family, instead of showing an increase in organized, complex 
assertive, and innovative emotional and behavioral patterns (for example, taking his 
mothers hand and leading her to the refrigerator to show her the kind of food he 
' wants), tends to exhibit fragmented, stereotyped, and polarized patterns. These tod- 
dlers mav be withdrawn and compliant or highly aggressive, impulsive, and disor- 
ganized. Their human i environment tends to be intrusive, controlling, and fragment- 
ed. The toddler may have been prematurely separated from his caregivers or the 
care-givers niajr exhibit patterns of withdrawal instead of admiringly supporting the 
toddlers initiative and autonomy and helping him to organize what are now more 
complex capacities for communicitog, interacting, and behaving.- 

As the toddler's potential capicitieb con^Liue to develop in the latter ha|f of the 
second year and in the third (ih-36 months), profound deficits can be morr clearly 
observed. The child, instead of developing capacities for internal representations 
(unagery) around which to organize his behavior and feelings and for ijuferentiating 
ideas; ftv'hngs, and thoughts pertaining to the self and the nonself, either develops' 
no representational symbolic Capacity, or if the capacity develops, it is not elabo- 
rated beyond the most elementary descriptive form so that the chPJ's behavior re- 
mains shnllow and polarizes. His sense of the emerging self, as distinguished from 
the sense other people, reipains fragmented and uncufiefentiated. 'ITSe child's po- 
tentially emerging capacities for reality testing, impulse regulation, and mood stabi- 
lization are either compromised or become exfiremely vulnerable to regression. In 
other words, we. se^ patterns either consistent with later borderiine and psychotic 
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personality organization or severe asocial or antisocial impulse-ridden character dis- 

orders. ' ' . ... . • li- 

AKthis stage, the underlying impairment manifests itself in the ehild s inability » 
to use a representational or symbolic mode to organize his behavior. In essence, the 
distinctly human capacity of operating beyond the survival level, of using internal 
imagery to elaborate and organize complex feelings and wishes and to construct 
trial actions in the emotipnal sphere, and of anticipating and olanfung ahead are 
compromised: In many of our families, the parents simply do not have these capaci- 
ties. Even when they are not under emotional distress or .in statte of crisis or panic, 
t ey do not demonstrate a symbolic mode, as evidenced in the lack of verbal com- 
munication (only one aspect of symbolic communication) and in the lack of symbolic 
play. Such families tend to be fearful and to deny and fail to meet needs in their - 
children that are appropriate for their ages. They, engajge the child only in nonsym- 
bolic modes of communication, such as holding, feeding, and administering physical 
punishment, and at times they misread or respond un realistically to the child's 
emerging communication, thus undermining the development in the child*of a sense 
of self and a flexible orientation to reality. 

Needless to say, the mastery bvt the;children in these families of higher level de- 
velopmental tasks is even more difficult. At each new level of development,, the in- - 
fants and toddlers who for a variety of reasons have survived earlier developmental 
phases intact invariably challenge the multitrisk-ractor environrhent~with their new 
capacities, for example,, with their*capacity for symbolic communication. The health- 
ier the toddler, the more challenrin&jauid ovenvhelming he_^is likely^tp be ^ the 
poople around, him. In a pattern that we have frequently observed, the child moves 
ahead of the parent (engaging,' for example, in symbolic play around themes of de- 
pendency jor sexuality), and thu'fe the parent becomes co;ifused and either wjjthdraws 
from, or behaves intrusively, toward the child. Shortly, unless- other more skillful 
caregivers are available, the child begins to regress to presymbolic modes of behav- 
ing. The child may be'able to consolidate his higher level capacities when he begins 
to receive support from other systems,* such as the school, and is capable of under- 
standing his parents* limitations. These capacities, howeveh can only develop when 
the child is a little older. The youngster who experiences developmental failures, in* 
eluding the failure to develop a full representational or symbolic capacity (the bagis 
for formal school experience later on), will unquestionably be handicapped in all 
subsequent opportiinities for 14am ingf.' ^' 

RESPONSE TO PREVENTIVE CUNfcAL AND SERVICE SYSTEM APPROACHES;'tHE POTENTIAL 

FOR RECOVERY 

On the encouraging side, we have found Ih&t in most of the families we work 
with, the maladaptive trends iust described can be reversed. By carefully pinpoint- 
ing the area in which a 'child'fi development first begins to go awry and by using 
Organized and comprehensive clinifcal techniques and service, system approaches, we 
have been able to' effect significant reversals in the direction of more adaptive paU 
terrts Many parents in our population be^an their child-fearing as teenagers and 
havf» commonly experienced further deterioration in tlieir own functioning and that' 
of their infante with each subsequent births In most instances, however, even when 
a yvoman has had four or more children, yve have been able to reverse this pattern 

. of deterioration by means of appropriate clinical methods and services. In a number 
of these multi-rjsk-factor families, wa have observed that after they enter our pro- 
graih, a gradual improvement takes place in the mother, and a modest but positive 
change in the first baby born thereafter. Then;' if the family remains in the program 
and a second baby is born, the change in the fainily is dramatic and is reflected in 
the new baby's more optir':'^! development. ' > ' ^ . 

. For example, Mrs. E. : was' pregnant wheif she came to our attention. At first 
glance she . appeared tonhe team social worker to be beyond help after she was 
found sleeping on the street. All o? her children had been removed from her care by 
the Countyo Department of Protective Services after she had severely abused and ne- 
glected them, Mrr. E. appeared uniible to think except in concrete terms, at times 
was bsvchotic>cpuld not communicate her thoughte,and plans, and seemingly lived 
t by impulse onljrdnd a talent for survival. Shortly before the birth of her child a few 
months later. howeVer,- she entered our program, Prompted, by Our outreach efforts.. 
AU of our collective efforts to induce Mrs. E. to use a support structure (for exam* 
ple» to obtain housinjg, rood, or clothing) failed. ''Nevertheless, subsequently, of her 
own accord, slie rcqaeste<rfwter care for the new infant before severe trauma could 
be in/licted on the child. Whrs. E. maintained cont&ct with this child and made a 
great deal of progress in treatment over a 2-year period. When she became pregnant 
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again, not x>nly could ^he care for the newest baby but was able to work and support 
an apartment Thus, far, v-uh therapeutic support, she has nurtured a competent 
11-month-old and also has become constructively involved wiUi her older chUdren. 

Even when improvement was not so dramatic, the expected patterns of deteriora- 
tion of^en did not take place in our families, and some of them'^became capable of 
adequately supporting the growth and development of their children. Many moth,- 
ers, for example, who previously had children taken away and put in foster care 
became able to care for:a new infant as well as for their older children. Also, some • 
mothers who had been recurrently hoepitaliT'ed for psychiatric illness in the past de- . 
veloped the ability to function appropriately with a new baby and have not been 
rehospitalized for psychiatric illness for two or more years. - , 

We found that the babies our. families had a surprising capacity to recover 
from early developmental desolations. Even when an infent's development had 
deteriorated during the Hrst/^ months of life (as evidenced by gaze aversion, musiiite' 
rigidity,* and a state of lahKity), intervention with appropriate patterns of c5are (in- 
cluding special dinicaltechniques) could lead to adaptive homeostatic and attach^ . 
ment capacitietf">ttfciTri to 2 months. Infants would become apathetic and witfi- • 
drafrn and bem to show delays in sensorimotor development when no one would 
read their sij^als or respond to tHem. However, with patient, clinically informed 
tare, th^y w^uld begin interacting with people and; within 2 tj 3 weeks of intensive 
inter\entioy, wouia begin to catch up developmentally. 

PRINaPLES OF PREVENTIVE CUNlCAL SERVICES 

I can dist'uss only briefly some of the principles on which a clinical and service, 
s^tem approach to both multi-risk-factor and less at-risk families should be based. 
Services for the multi-risk families have been the subject oPonly limited studyi 
(Buell,,1952; Minuchin and Montalvo, 1967; Zilbach, IStl; La Vietes, 1974; Levine, 
1964; Argles and MacKenzie, 1970; Berstein, 1964; Edelstein, 1972; Fantl, 1958; 
Gunter and MacCorquodale, 1974; Lang, 1974; Powell.and Mondhan, 1969; Reid and 
Shyiie, 1969; Sperebas, 1974;^Suarez, 1974). I will try to present some perspective on 
the organization and service challenges for the* child and family related to the child 
at each stage of his development ^ 

A comprehensive approach, as indicated earlier, requires that a numbei; of ele- 
ments be combi'ied: (a) service that .respond to concrete needs for survival (food, « 
housing, and so forth), (b) a planned effort to meet the need of the family and the 
child for an ongoing, trusting human relationship, (c) specific clinical techniques 
and services that focus on the many lines of a child's development and that are spe- 
cific to the child's tasks at each developmental subphase, and (d) a special support 
' structure to provide at one site partial or full therapeutic day care for the child, 
innovative outreach to the family, and ongoing training and supervision of the pro- 
grain staff, • . . . ' 

To respond to the family's concrete needs, various community agencies need to be 
organized to bui}d a-foundation for the family's survival. However, this approach 
alpne will not ensure a family's survival, since many of the families, for a variety of - 
reasons, arQ adept at circumventing offers of traditional supports. / 

The second component of a comprehensive effort, and one that is. absolutely neces- 
sary' for these famili^, is a human relationsmj) with one or more worken. Such a^ 
relatiohship; however, is not easy to estabM^, because distrust is often ingraineH in 
eAch parent as well as- in the family r • i . *t. This human relationship needs tt) 
grow in ways paralleling the infant's jevb.ooment and needs to help the pr^ents 
facilitate that development. To provide tbia ! inan relationship we have' used uoth 
a team and a single primary clinici&A. * 

Organizing to respond to a family's ;r« ^-."te needs and offering the family a 
.human relationship, however, are not en^^ugh. That human relationship must be 
able to help the parents understcmd some c-^' their maladaptive coping strategies and 
teach them how to deal with theinown primary needs and those of their infant. In 
^addition) special clihictU techniques and patterns of care, (Greenspan, 1981), to re- 
verse maladaptive developmental patterns in the areas of affect pud social interact- 
tion, sensorimotor development, and^ cognition must be available at the appropriate 
time. Moreover, in our clinical experience, the intervention must^occur over a suffi- 
ciently long period to allow the family's own stren^hs to take over and sjistain it 
We are d]pqaking here then not of a crisis intervention approach over a few months, 
but an approach that will be available to the families ror several years at a mini* 
mum. We'haive found that* after working with many of these families for somejtwo 
years, the mother's capacity to nurtu(e and facilitate the development of new beiby 
IS significantly more advanced th^n wheh she entered the .program pregnant with 
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an earlier child. Our impression is, when the helping relationship is ofTered over a 
period of time, the frequently observed -trend of multi-problem families to deterio- 
rate further upon the birth of each subsequent baby (a trend that often starts when 
the parents are still teenagers) begins to be reversed. 

In addition, the approacn to the multiple needs of these infants ahd their families 
must be integrated. Simply-offering nutritional advice, (Cravioto, 1980) or education- 
al counsel, providing cognitive stimulation, or taking an entirely infant-centered or 
entirely family-center approach may not be sufUcient. The infants have individual 
differences that dictate special patterns of care; at the same time, the concerns of 
their caregivers and other family members have to be addressed. Each stage m the 
infant's and the family's development requires specialized clinical services an«l serv- 
ice system approaches (Greenspan, 1981). <^ 

Although the costs of offering programs of intervention are great, the costs oT r ot 
offering tnem are even greater. The estimated 6 percent of the U.S. populatior .aat 
use 50 percent of all Health, mental health, and social services account for economic 
and social costs' that are. compounded bv the additional loss to society that these 
people, might have conj^ributed to the labor force and to other creative endeavors. 

Programs of prevention are expensive, but they are not so costly as might, be 
imagined, since even when servic&s are offered to an entire hieh-risk j;ommunity, 
only ^ stnall percentage of the families in that community will actually need the 
most intensive help. Selma Fraiberg, as directp.r of a Michigan infant mental health 
program^, found that in .a program offering a range of preventive services including 
, intensive individual clinical services, the average cost per family participating was 
$850.' In terms of providing screening and backup for an entire communitv, the cost 
per'family for such preventive services would average out to a significant lesser 
amount. ^ • - 

Perhaps we neea to look at the cost-beneGt ratio. Using cases/rom our own study, 
we developed a model to project the probabilities (b^d on observed family piattems 
and clinical assumptions) of different outcomes with and without preventive inter- 

^vention. While all projections, as with economic forecasting, are based on assump- 

^tions which may or may ng^ be true, the trends we found are of interest. Also this 
model can be used with mrer assumptions. Projected benefits outweighed costs by 
Tive or siix to one (depending on the degree of risk). Intecestingly, in the cases at 
greater risk, in which initial codts mi^ht be high, the bene5t to qost ratio* was. often 
better than in less severe cases, because the benefits of preventive intervention were 

VrelBtively greater (Greenspan, 1981). . . 

4, Implicatio/is for cl Prevention Policy.— These same principles also apply to less 
at-risk families. When it- has been estimated by the Deptx of Education that 1^ per- . 
cent of our school age children require special services, and informally clinicians 
and teachers estimate another 15 percent' from all social and economic backgrounds 
could easily benefit from special educational, health and mental health services, the 
challenges become clear. Too many children from varying social and economic back- 

• ground are.evidencing compromisi&s in basic personality functions such as impulse 
control, self esteem maintenance, capacity to concentrate, to relate warmly to 
others Qnd even to test reality by the time they reach school. Equal opportunity isc# 
not possible for'these children as they begin with handicap|. many of which we be- 
lieve are preventable. Our concept^ of , education and healtn care must begin at the 
beginning when the nervous system is growing most' rapidly. (It grows to two-thirds 
its adult size in the Tirst three years of life.) 

M family's ''right" to programs that will .help them identify lags in their^infants'' 
emotional, social, cognitiye and neuromotor aspects of development must become a 
"given" as is the right to^ucation later on. Not all. families require the level of 
effort described earlier. Many families only require help ii^ identifying lags and, 
guidance in providing ''special patterns of care" to help their infants^ function more 
competently. Other families- require the four levels of preventive services de^ribed 
earJier. We must addre^ both needs. 
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• Mr. Lehman. Before we recess to go .vote, I would just like to ' 
thank the. chairman, Mr. Miller, and the staff, for putting together * 
such an outstanding panel. I cah't wait to get back for questions. 
[Recess,] 

Mr. Lehman. The committee will come to oi:der. 

We will go back to the 5-minute rule. I just have one question, I 
guess, that Dr. McGaugh can more or less answer. There were' four 
things either you didn*1? say or I didn't catch. One was the word 
"mind"; one was th^ word "dyslexia**; one was the word "comput- 
er**; one was the word "stress —irtaybe you used them, but practi- 
cally everyone I hear talk abdux the brain use those four words. 

In your way of thinking, is the mind and brain mor^ or less the 
same thing, and where does one stop and the other start? 

'Two, the dyslexia problem, you talk about language But you 
didn*t talk about reading,, and I understand that there is no dys- r 
lexia in children in Japan, particularly, ^because they use not linear 
symbols but other types of characters to read, and so they don't 
have a reading problem. » * ' / . v 

And, three, how are wp going to be able to better use the complit- 
•er to get around-learning difficulties? Because I have read^ articles 
where children with learning difficulties bypass them" and work 
around them by use of the computer. -They can*t read, but still are 
making it. ' . ? - 

Fourth, stress on the brain — and the kids do have istress. I have 
seen kiHs with duodenal ulcers. You didn't say anything about 
family or community stress, and what effect it would have on the* 
brain. I lost a child with a brain tumor. I understand one; of the 
dpctors said it was triggered by some stress that occurred during 
the period of Ijfe earlier than when the tumor appeared. • 
' Dr. McGaugh. If I wereri't held to the 5-minute rule,, I think I 
could comment on each of those. « 

Mr. Lehman. What you don*t cover, I would like you to^write me. 



Dr. McGaugh. Let me try just a couple of things. I think your 
observation about dyslexia in Che Orient is a very good one. It is 
not well known. It is highly interesting. There may be patterns of 
information in the environment for \<rhich our brains are better 
prepared. That is, there may be ^ays in which our brain processes 
match up. well with some land of information rand hot with oth^ 
kiiids of information. And one interesting hypothesis about reaiding 
^fRculties is just that; that there ai^ ctiltural differenoes in the 
extent* to which one finds reading difficulties. > * / 
* Interestingly, there is at least with normal childrbn, raised in 
.normal environc^ents, no such thing as a language disorder. That 
i8« children vfho are reared in a normal environment learn the lan- 
guage, of their adults, learn all the syntax, all the rules and so on 
without defect. You don't need to have remedial teachers teaching 
normal children how to specdc the language, One has only to deal 
with the few aspects of grammar and vocabtilary and so on. I think 
that 'has something to do^thvjbhe wiring of the brain. 

I am glad to say something about stress, because my own re- 
search concerns the^ effects of stress on learning and memory. I al- 
luded to some experiments, that we do in my laboratory using hor- 
mones to influence learning and memory. The hormones •thtat we 
use are hormones of stress. We work with adrenaline, for example. 
We have shown, I think, rather conclusively that hormon^ that we 
normally release to ourselves when we learn are hormones which 
play a critical role in determining hpw well we vidll remember the 
tMngs fKat led to the hormones' release. . ^ 

. We all luiow, and educators know/ that mbtivation ^is important 
for learning. Our experiments suggest that niotivation is important 
for learning J^ecause it involves the release of the right hormones 
to our brains at the right time. 

We can teach laboratory animals tasks that afe rather unimpor- 
tant. If we itgect them with the right hormones at the right time, 
they, will remember those tasks as thoug^ they had been highly 
trained. 

Now, it is also the case that excessive amounts of these stfessr 
related hormone cause memory losses or memozy impairments. If 
we train animals on tasks that involve a high degree of stressj^d^ 
add hormones following training, we can cause sdmesi^^ercan 
cause complete memory ^losses in welF trained animals-dimply by 
overdosing thenx witli hormones that tiiey .formally release to 
themselves.'-' .... ..^ ^ 

Wliat wejdon't khow is whether we have a capacity to ovierdose 
outlives with those same hormones.- Thei^ are reported clinical 
cases of people who are, rescued from burning buildings and later 
have total amnesia for that event. It is possible that the amnesia is 
due . to es^cessive amounts of hormones released at the ti^e of the 
experience."; 

Mr. Lehman. There is a possibility that yoii can teabh people to 
read in Qiiues^ and make a transference to English. Hals there 
been some experience? 

• Dr, McGaugh. Not to my knowledge. ^ 
A&.'Lehman.«As far as the -mind goes, do you use them synony- 
mously? 



Dr? McGaugh. I don't, because I don't use the word-^^mind/' It is 
not because I don't think I have a mind or we don't have minds. 
What—. , • 

. Mr.XsHMAK. I was wondering why you left the word out. « 

Kr. McGaugh. I left it out because what we observe is perform- 
ance. We observ e behavior and we also obser ve brain function, and 
we assume they are something in there but that we can't study the 
mind directly. We tan make inferences then about mental proc- 
esses, ^ i" . 

Mr/ Lehman. Thsink you very much. 
' The chairman of the full committee. * 

Chairman Miller. As we review the^ panel we have just hj^ard ^ 
from, we see that we have crossed 'a span from conception to 7 
yeafs. In addition, we have specifically looked at the case of alcohol 
lise and preventicwi etrat^es.^How can we best hplp the'children 
that fall through the develppmental cracks, as it were? I am speak- 
ing of thoiseifcmldren that don't have full brain development, that 
don't catch up, ihajt are deprived of the kind of enviroftmental at- 
tention that would, help their development. -Obviously this task 
force can recommend prevention strategies with' regard to alcolhol. ^ 
But in the terms of the other development areas, ip brain growth 
after birth, in enriching the environment of an infant, can we real- 
istically design a realistic prevention strategy? \, 

Dr. Greenspan/ your testimony involves a question which has 
plagued politicians over the last 30 years. That is, what do we do 
about thj^ welfare ^cycle, the cycle of underachievers, the crycle of 
the handicapj)ed? As I understand it, you are suggesting that we 
can intehren^ in the cycle, and not only reverse it,;but: can, in fact, t 
•reverse it with the second or third child as well. 

Is it realistic for those of us making public policy to gather var- . 
ious strategies whether Federal. or not? 

Dr. McGaugh. We hear a lot about prenatal development. .It is a 
very important period, from all of tiie eWdence presented here. We 
also hear a lot of complaints about what is wrong with our high 
dchpol students or junior high students; what is wnpig with their 
SAT scores; why is education in^ such a sad condition. ' , , \^ 

r think that there is one yery strong message here. The very 
early age postnatally are critically important periods/These peri- 
ods in ddveloppient nave nbt.been sufficiently attended tp by public >. 
policy. The baby is born'^and then later is to go to preschool or to 
enter the first- grade. In th6 meantime, ''diatural development^' will 
take place. Well, there is no "natural development." There is devel- 
opment, and the development that takes place is subject to a lai^ge 
number of interfering or .promoting conditions. 
- The fiirst thing td do, is to focus attention qq what might be done 
in this very critically important postnatal period , to assure /ftiat - 
problems will hot develop. You certainly heard a number of sugges- 
tions. • . . 

Mr. Lehman, How about greater efforts at prevention ii\ the pre- 
natal and postnatal phases? - . 
, Dr. Greenspan. L^t me add to Dr. McGaugh's comments. From 
my testimony, obviously I agree with the implied answer to your 
question. There is a great deal I think we can do for those who ^ 
nave traditionally fallen between the cracks, because right now wd 
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are picking them up at school age for t&e most part— some in pre- 
school programs— and clearly the consensus of this panel is that 
that is too lat6; that the brain structures grow most rapidly from 
prenatal through the first 3 years of life. Some of these may have 
the quality of the time bomb that was referred to; in other cases, 
there may^be difficult patterns that are relatively less reversible 
later on. - • * 

^e require prograips where one identifies babies and toddlers 
and young children who arerdeviating either in cognitive or neuro- 
motor or emotional and social development. We are getting better 
and better in detecting early problems in learning— the babies who 
can't, for example, coordinate their left and right side give us a pic- 
ture of the infant form of a learning problem^ 

Pediatricians for the most part are too buey to do these kind of 
tests in an office practice. Many people can't afford to get the kind 
of assessment that woul'd offer them appropriate early detection of 
these kinds of problems. 

-For minimum motor problems to early preverbal language- prob- 
lems, we can do better. We for ^xample can trace the development 
of language from 4 or 5 months with the types of syllables that 
babies can jutter. Wfe cs^n detect if the baby is going to have a lan- 
guage problem way before the youngster becomes 3 and the int- 
ents say, "John is not talking." 

So we need early identification, but not superficial. We have to 
have a*large net. It then has to* be backed up more definitively 
with diagnostic approaches t^hind it. Then to. have graded levels of 
services. Sometimes just advice to the family that this baby is hy- 

Eeractive to sound is needed. If you do^ it thig way, youn baby^ will 
egin attending and orienting and won't be distracted, won't be 
looking away, arid you will probably reduce the likelihood this baby 
will be a distractable baToy. . 

Another group' of families are going to need ongoing work. A 
third group will "need comprehensive programs that, have three 
levels: concrete services dealing with survival issues, prigoing 
human relationship, arid the technical approach to work withHhe 
baby and the family over a period of probably years. But when you 
look at What it costs for one of these children who doesn't make it 
into society, you are talking about a discounted cost pf <probably 
$400,000 over the lifetinte of this child. Sp even if the program 
costs for the most expensive youngster $5,000 a year, to make sure 
that l^iat youngster starts out competent, it is enormously cost -ef- 
fective over the long haul, , 
But no question that we have enough knowledge now to do much 
more than we are doing, and . we ought tp be gearing enormous 
amounts of research into this area of prenatal.care and x^are in the 
first 3/years of life, so we can learn more and dp more. 

Dr. Falkner. I wjould like to add Very briefly, I couldn't agree 
. more with my colleagues. I would like to get back on my hobby- 
horse and make a plea for us to investigate the fetus who falls 
through the cracks. It is often too late to intervene when faced 
with a damaged newborn, the damage or nonintactness having 
. been perhaps prenatally caused. 

As regards research, what we do need, I think, is a great deal 
more research on fetal growth. We need to monitor this. We can in 
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spmeways do so how, yet we need much more inforiWion so that 
we can then answer such questions as: Why is a babyborn prema- 
turely? Why is a baby born small? We don't really know.' 
Chah-man Miller. My poiot in raising this questiflh is to draw out . 

^ from each of ybu rational and realistic— in terms of our ability 4o 

deliver— prevention strategies that could take place at the earliest 
levels of development, whether it is during the fetal period or with 
the toddler. It seems to me you are each suggesting there are. X 
, I ask because there' was an. earlier comment with regard to 
infant mortality suggesting we are doing abouf as well 'as we can 
do because we have to understand more. It is my concern that 
before we get into'the mysteries, we^hguld look to those things we ' 
already know work, whether in the particular case of alcohol and 
pregnancy. We know abstention in that case will prevent many / 
problems. We ought to know whether we are doing all wfe can do in 
other areas as well. 
Dr. McGaugh. I would like to say a word in beh?»lf of mystery, 

though; that while I agree with precisely 

Chairman Miller. I have toTbe careful. I am not against research.^ 
Dr. McGaugh. Thank you.. ^ . • v 

The reason I say ih^t is because, as we all know, the social be- 
havioral sciences have taken it in the necks in recent years with ^ 
respect tb,cutbacks in funding, targeted cutbacks of funding in the 
areas we are talking about, socikl and behavioral research. And I 
will add to that the neurobiological research relatedtto that, which 
is key to providing the further understanding which will le^d to 
the next step in the prevention. And I would strongly suggest jthat^ 
that was a very, most inaiJpropriate place to be taking cuts iri the ' 
research budget. * ;/ 

Chairinan Miller! One of the things we hope to^gather from the 
work of the select committee and its various task forces, is1» take"^' 
what we've leamerf and offer a range of policy consider^ioris fior 
Ctongress. Whether they chose any is not *e business of this 
committee; If we can demonstrate a working knowledge oiF strate- 
gies for- prevention and crisis intervention to name two,'* then Con- 
fess can choose A-om among those various strate^es if it chooses 

Obviously ,Jn s^me areas it will simply be that we need to know ' 
more. But we are trying, as well, to correct the more immediate 
^ concerns with knowledge that we already have, so tkat we can 
make some sjiggestions for solving the problems. Whether that 
comes 4:0 pass or not is a decision that the/Congress of the United 
States will make. . / . 

It will be t^ery helpful if after you ge)b done testifying, .we can 
.come back to you and for sugge^ions yoli would make in the area 
of prevention strategies, whether they are for the private sector, 
public sectorvor a combination thereof: / ' ^ . 

Thank youSery much. - , / ' /^n 

. Mr. Lehman. Mrs. J6hns6n? ' , - . 

Mre. Johnson. I afm very sorry tWat I missed the rest of the 
panel s presentation/ but I have enjoyed- reading your testimony. 
However, in Skimmfng it and following up on the Chairman's ques- 
tions, I have a few questions. 

. ' , \ ■■ ■ 
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rfefferred to things about your observation in cases by help- 
^ J^he mother aad family with one child, that changes are possi- 
T)le. In Connecticut, we have had a number of crisis intervention 
programs developed that involve parent aid.JThe presence of some- 
- one ill the family, very early interventidn form, and very heavy 
emphasis on teaching, parenting and nurturing, has madejjli^r^ 
ence, and I wonder, through your work, what spegific-jprSgrams in 
^the years before 3 have you seen having the^eafest effect? 

Dr. Greenspan. There are twoirograms right in your State, in 
Connecticut. There is the Upivemty of Connecticut Health Center 
that had am innovative -program using lots of outreach workers, * 
and I dari put voir^ touch with the people doing the research. 
They havejiadlbllow-up now for a couple of years, showing positive 
' effectQ^eii^fh the children and the, families. -There was a, study 
• ♦at Yale where they now have a 10-year follow-up. They 
^Vorked a large poverty sample that had family problems but not 
the most severe (i.e., the ones that really fall within the cracks), 
and they offered preventive intervention strategics, guidance for 
children, supi>ort for parents, skills and parenting, videntifying indi- 
vidaal difference in babies, such as picking out the baby who is 
hyperactive, thosl^ who needed extra wooing an(iso forth. ^ 

The results 10 years later suggest , not^» only babies anjd children 
doing better,' but also less need for special services in 'school, 50 
percent less in the group having the intervention than the group 
that didn't have .it. The families are doing better. Fewer of them are 
on welfare; more are self-supporting. ' i 
. There ate other findings su^esting long-term benefits to both 
'the children and the families. And the programs thaj seem to work 
the best are, those that work at both levels^ the child and the fami- 
lies, because then the family is able to. carry on new competences 
to not only that child but to the family in general. 

Mrs. Johnson. Have you looked at the Head Start program in 
terms of your work? * 

Dr. Greenspan. Well, I have been in touch with the people who 
have been looking at the Head Start program, and 4;he-long=teriti re- 
sults. / ' . 

Mrs. Johnson. Are there ways that you should be effecting their 
approach to parents in the early years, on the basis of the informal 
\ tioii that you deyelbped to alter their approach? That certainlj^ 
V seemed^ to be one of the most effective instruments, although per- 
.haps not starting young enough. 

Dr. GRfifeNSPAN. In Head Start, as you know, one of the dramatic 
benefits was in family attitude, family, patterns; That goes along 
with all of the evidence now that is^enierging about which pro- 
grams work the best. It- is thfise that do help the whole family. I 
would like to see Head Start to become "early— Start". And I would 
-t like to see the Hedd Start use what it has learned by offering intel- 
lectual.^ support for the children, use that as an entry for alLlpnds 
of health and mental health services to the family, including the 
emotional problems of the family, including following the emotion- 
al milestones of babies, because babies and children don't separate 
out fiow they deal with the "feelings" and how they deal with the 
A,3, and C's. If "feelings" confuse them, you get chaotic: behavior 
instead of organized behavior, and you have societal problems. 
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So my hunch we should use the evidence that Head^Start 
helped the families and play on that strength, and let's use that 
opening to addrebs all families on developmental needs, which in- 
clude all lines of development from physical to cognitive and emo- 
tional.^ ^ • , ^ ^ 

Mrs. Johnson. Are there other specific programs that you would 
recommend we look at? 

Dr. Greenspan. Yes, I have a list that I can* send you.' - 

Mrs. Johnson. Did you address that earlier? 

Dr. Greenspan. No, that js not in the t^timony. We can prepar^ 
a^summary statement of some of the model programs. - 

Mrs. Johnson. I think I would be very interested in-that 

Dr. GRKa^sPAN. The. National Center for. Infant Programs could 
help put that together. - ' ^ ^ 

Mrs. Johnson, The other thing that foUows from that which you 
referred to a moment ago is how much do we know about the need 
of, these chiWren for special education. You also say that we- need 
to rethink our basic philosophy, arid I think there is a lot of sense 
1^1 tha.t, particularly in light Of what you say."^ 
/ If we need to go to early intervention and a whole different sup-* 
port system and effprt to. effect developnient, then what ides that 
say about development^ after age 7? How many resources does that 
hav^ implications concerning our Approach in special education? 
Should it be blanket? Should it be^lind to individual differences? 
Are there alterations we ought to make? Are there resources we 
ought to target to some kind. of population, or should we continue 
along pi| the sort of broad equal, opportunity generalized approach? 

Dr. Greenspan. I am suggesting, we are not offering equal opoor- 
tunity now. When we started at age. 5 and 6, the kids are not equal 
any jnore, and by giving them a Jittle bit or school— because the 
school resources are so slim— most of the children doh*^ get what 
they need in terms 3f special educatiori by the tihie they are in 
school. We heed to target special ^educational approaches to the 
.nrst 3 to 5 years, of life when it will have more impact. But we 
need to continue it, obviously, once the children are in school. 
Some will need continuing' help. 

But we will probably get more bang for ihe buck if we can targit 
it earlier and earlier in thg life cycle; not wait until the* children- 
have severe problems and have to fight an uphill battle. The kids 
who are in special education, a high percentage hav& severe emo- 
timal problems. You* are fighting, a double battle by that time and 
we believe these problems can be identified much, much earlier. 
. .Mrs. Johnson. Just finally, Fd like to ask two* more questions. 
First of all, in talking, abc at the impact of alcohol, 'have you done 
any study about the impact^ of marihuana? . * 

Dr. Greenspan. Someone' else may address that. I haven't - . 

Mrs. Johnson. It is certainly significant fidteratioh in fetal de- 
velopment»environmc^ht. " . 

/ Dr: OuELLETTE. In terms of prenatal attention to marihuana, 
there is a recent study out of Boston City Hospital written up in 
Pediatrics in October 1982, which indicated that* if marihuana was 
used less than three times a week, that the babies were about 95 
grams smaller than the woman who did not*use marihuana; used 



more than thre? times a week, they were 139 grams smaller. So 
there was an effect of marihuana on size of babies. , , ^ , 
-They also found that if the women were drmkmg alcohol and 
were using marihuana, that they had a much higher risk of having 
abnormal children than if using either of these drugs.alone. That is 
the work that I am familiar. with. . , ^ ^ . ^ e.,„. 

Mrs. Johnson. It would be interesting to h^ve summaries of that 

work. \ ' * ' 

r wonder how much h^ been disseminated? 

Dr. OuELLETTE.-It is'a fairly new work. . > 

Mrs. Johnson. .Is there any examination of those things on the 

development offetus and particularly of brain sue? ' . 
Dr. OuELunTE. I don't know thiat there is Wily any data- on 

that. -There may be some animal research, but I am not familiar 

with it. I can look it up. / 

Mrs. Johnson. Would you check that out? . 

Dr. OuELLETTE. Yes. .• , , , , 

Chairman Miller. Nothing comparable to the work done on 

alcohol? • ' . - 

Dr. buELLETTE. Nothing at all. ; , , 

Mr Leland. I apologize to the other panel. Dr. Greenspan, be:_ 
cause I have been running in-and out and missed your testimony. 
You say something that interests me considerably. I have been ' 
working with the" issue of-teenagie pregnancy in Houston for. some 
years now,/and one of the things that I am fmdmg M we - discuss , 
this issue, IS the dichotomy between the white families^ and black 
families, the black families' and Jlispanic families, alt of_those 
among different groups in their handiing-o£:ttifej)regnancy.^One ot 
the things I found is that there is a very limited~conceptualization 
of the exterided .family in the black community and, thus, Twhen-- 
these young girls bear children there is considerable indifferenqe 
displayed by the famUy as a result of the pregnancy, and there is a 
tendency for the black mother or the black father to .turn on the 
young ^1. In addition to these iatoily conflicts, society places pres- 
sure on the young girlff as well. ' . J ^„ 
The teenage gu-1 becomes depressed oyer a "9° *""®v 
That depression probably is transferred to tkg child that- she even- , 
tually bears. Further, this syndrome may be repeated by tiiese par- 

**^C£m yoiH'^t^cOTnment on this crv^cle in terms'bf the <ievelopmertt : 
'of the child from birth of the baby? , • ka ^ir 

Dr. Greenspan. We had a chance to work with^a _number ;M 
young adolescent mothers, and we havfe seen both family ^pat-: 
terns— both the one" you mentioned— it is not limitei^only^ tp. cer- 
tain ethnicgroupsl it is independent <>/ ^ce-but jJiere arejo^ 
famiUes very rejective,- who piit a lot of pressure pn the adolescent 
mother, offer very Uttle support. They often get out of the l^^iJse,^ 
move into the boyfriend's, into the cycle of chaotic xelationships, 
often on to have another chUd, which does wtirte than.the first, 
and they seem to fit the pattern of these multinsk familiM , whvte 
often start their childbearing in adolescence, and each subsequent 
pregnancy the mother and child do worse Md worse .and. worse. 
And you may-tawTfiveor six childi:eri in the same famUy. ^; •■■ 
> In other femilies, there is another interesting pattern observed 
where the daughter is embraced by the family and the care of the 
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baby is somewhat taken over b^ th/1baby's 'grandmother or the 
young girls mother. Often they v^tft to get rid of the boyfriend, 
mr; LEij^wp. Is there an ethnic comparison^there? . ' ' 
. - Dr. Greenspan, I don't have the data for -tlae ethnic comparison: 
1 have^deen it across ethnic groups in a few cases we had observed 
a mother who is covertly encouraging the daughter to have a baby 
' tor a variety of often unconscious reasons. 

Mr. Leland; That is a dangerous area to tread. ' ' - 
Dr. Greenspan. Yes? 

Mr. Lehman. We are going to recess now to make our vote, and 

then we are going to recess until>2 o'clock, and weVill come-lback. 

' .{_J^st, really have appreciated your being here. At 2 o'clock, we 
. will have panel JMq. 3, and we will continue' the hearings at* that 

time.. y ' ' * . - 

V at 1 p.m., the task force jecessed,- to reconvene at 2 

p.m., the same day /J . ^ - 

. • * AFTBRNOON session 

Mr, Lehman. The committee will come to order. 
We now have panel No. 3. I don't know, whether ypu all Want to 
read separate slatements or" not, but ityou do, we would =^appreciate 
It If you woujd sUpimarize them and we will put th6 full statement 
.\ into the record. i . 

\ On the schedule, we have Angela Blackwell and Lois Salisbury, 
introduced by Dr. Falkner.-Pl6|ise proceed. : - _ , 

Mr. Falkner. Mr. Chairman, members of the committee, it is*my 
pleasure^ to introduce Angela Blackweirarid her team to you. The 
reasons I am doing, this introduction is simply that her organiza- 
•Jj^J^/PP^pached th,e School of Piiblio Health at the University of 
California, Berkeleijf, and specifically my department, ask for input 
trom the scientific point of view in their collectibft of data. The 
team invoived in the University of California,' Berkeley, is— apart 
• from myself— Dr. Jeffrey Gould and Dp. Peter Budetti, who have in 
fact directed the analysis and data-gathering Jor Angela Blackwell 
and her team. , * 

Mr. LEttMAN. Thank you; • ' ' - ^ - 

STATEMENT OF ANGELA BLACKWELL, AmRNE^^ 

ADVOCATE, CALIFORNIA . ^^^^^ 

Ms. Blackwell. I am "happy to have* the opportunity^ present 
information before this panel, I am speakirfcoirBehal^ orga- 
nizations for W^om we filed an admi^^^istfative petition with the 
Health and Human Services y^t^iJddy regarding prevention of low 
Dirth Nyeight ^nd infant-morial%. They are listed in the testimony 
•Tt^K^JIS*!?,^® among ojl^the National Urban League and the 
NAACP-WfesternJRe^n. f 

InclUdedJn-tfie petition are several pieces of information I want 
to digCttSs. One is the study that Dr. Falkner mentioned. It is a 
^.jBttfvey of /45 cities that examined infant mortality, low birth 
'weight, teenage prfegnancy and prenatal care in those 45 cities for 
the years 1978 through; 1981^ - / * ' . 
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Before I give you the results, I want to provide a little iSkck- 
ground information ;50 you will understand the importance and the 
magnitude -of the stuply. , 

In looking at^infantlthortality, for the 45 cities we looked at an 
average of 225,000 births for blacks each year arid 376,000 births 
for whites. The approximate number of black births in a year is 
about 500,000. Our stuily included one-half of the black bi^ttis per? 
year for the years studied. . . v , ' 

Also, in reporting th^ averages for the survey, we used weighted 
averages so we were aple to take into account the differences in 
.fluctuation in- infant mortality rates for small cities and large 
cities. You don't want to compare Yoimgstown, Ohio, to New York 
City. We used all live binhs and all deaths t^ obtain weightejd aver- 
ages. \ - . ■ ♦ 
. Also, I tbii\k it is impprtant to note that all the statistics used 
were final statistics for thpse years. It was not provisional data. 
What we found was that, consistent with the trend we have seen 
nationally, there is al widening gap' bgtweeil infant mortality rates 
^ in the white community and infant mortality in the black cpmmu- 

We also found it very* difficult to obtain data. We called the Na- 
tional Center far Health Statistics from tke veryl beginning to fmd^- 
out what waS^vailable there and if we could get any data broken 
down l>y rac^beyond 1979. This morning Qr. Brandt gave final 
data for 1980 which is the first time we have beeh able to get that 
information. I called the, National Center for Hedlth Statistics the 

; day before we left California just to be sure therelwas still nothing 

* available. So, I was very pleased to get ihose data. \ 

That data are consistent with the trend we document in the peti- 
tion which is that in 1950, the infant mortality rate in the black 
community was 64 percent higher than the fiifant morality rate in 
the white community. By 1970 the infant mortality rat6 in the 
.black community was 83 percent higKef^ihaci^ the white cdmmu- 
^nity..In 1979, the last year for which we hafaateumof early this 
morning, the infant mortality rate was 91 percent higRerrJajedata 
that Dr. Brandt gave this morning confirmed that as of 19^0^^^!^ 
infant mortality rate was 94.6 percent higher in the black commu- 
nity than in the white. ■ 

In our study of 45 studies, the differences ranged from 70 percent 
higher in 1978 to 82 percent higlter in 1981. Consistent with what 
Dr. Brandt said this morning, it does appear that there has been a 
slowing in what the medicqjr community can do to further bring 
down infant mortality rates by . saving small babies. What we are 
seeing now is that even at the national level, there has been a 
slowing in the reduction of infant mcJrtality. Therefore our infor- 
mation has focused on low birth weight, the biggest contributor to 
infant mortality and the one area in which we have seen very little 
change over the years. . ^ ^ , ■ ^ 

In our Study, in 1978, the low birth Veight rate among blacks 
was about 13 percent and in 1981 it was still about 13 percent. In 
fact, it has gone up from 1980 to 1981. The focus Jiow should be on 
how to prevent low birth weight. Therefore we examined those fac- 
tors that contribute to low birth weight. 
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Many thing/do^The factoi-s we were able to obtain data on were 
teenage pregnaiicies and prenatal care. We-found that.the teenage 
pregnancy Vate was going down for blacks and whites in the cities 
surveyed, but the gap was widening. Tljere was a 118 percent 
higher teenage pregnancy rate in the black community than in the 
white community in 1981. Very disturbing was the information re- 
garding prenatal care. Unfortunately, the cities for whicK we were 
able to get prenatal care data were limited. We had only six cities. 
They ^yere large and are indicated in the back of the infant mortal- 
ity petition you have in front of you. - , 

We found, for black^and white women, the percentage of women 
getting prenatal care in the fjrst trimester was going down, and for 
black and white women, the percentage of women getting no pre-^ 
• natal care was going up. There data are very disturbing because 
they indicate that no progress is being made in this country in 
terms of alleviating the factors, that contribute to low birth weight 
and therefore low birth weight is remaining constant. 

Another very interesting aspect of our study was that> in the 
cities the white population in general was not faring ai w:ell as the 
white jpopulation in national statistics. For 1978 and 1979, the 
years Tbr which we had duplicated data for the cities and from na- 
tional sources, we found the white rates in the cities were higher 
than the niitional rates. We also found the black-rates in the cities 
^ were a little lower than the national rates. That is why in the 
cities there is a smaller gap than' found nationally. 

For example,, I s&^d that in. 1981 the black infent mortality rate 
was 82 percent higher than the white ratfi. At the national level it 
wai3 94 percent higher. This is really a confirmation of what we are 
presenting today, «that low-income women are having tKfe most diffi- 
cult, time getting the services that are needed to prevent low birth 
weight. We see higher white rates in the cities because we have 
larger concentrations of low-income white women. We see slightly 
lower black rates in the cities because there is a higher concentra- 
tion o/ middle-income black women — more poor white women, -and 
more middle-income black Women. That confirms it is the low- 
income woman that is suffering the most. Our data are presented 
in terms of blacks and whites, Kecause we were unable to get statis- 
tics broken down by Hispahics, , poor whites, Asians, "and others. . 
>The real point of our petition is that the low income, the poor, 
those who lack access to prenatal care, are suffering the most. 

The other piece of information we think should he of interest to 
the committee is the co*st effectiveness of solving this problem. We 
^^opose that prenatal care can;, do something aboift low birth 
w^fight. My partn^, Lois Salisbury, will talk about that in more 
detail. What I want to share with you is the result of the cost effec- 
tiveness analysis Ideveloped with CarorKorenbrot and Peter Bu- 
detti with the Institute for Health Policy at the University of Cali- 
fornia. 

The cost effectijveness analysis compared what it would cost the 
- Federal Government to provide comprehensive prenatal, care to'all 
low-income needy\ women with what it presently costs the Federal • 
Government to provide neonatal intensive care and rehos^taliza- 
tion in the first ^ear for the babies that are born of low birth 
' weight. As a result of our study, we found that for every dollar 
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. spent on compFehensive prenatal care, the Federal Government 
can save $3. The exact figures are listed on page 120 of the peti- 

^^°It currently , costs the Federal Government $638i346,300n:o''pm?' 
vide neonatal intensive care and-rehpspitalization in the fi?^t y^r 
of life. After providing comprehensive- prenatal care, ^the- B^eral 
Government could save over $500 million. That is th§ ihiti^ sav- 
ings. If you subtract from that what it costs to provide romprehen- 
sive prenatal carer over $360 rhillioff can-be savedr^^ That 
is a minimum figure, b€;pause what we have lookedfat is just the 
cost of providing care in the first.year'. / , . ; . 

: The analysis does riot include long-term costs. It doesn t include 
the cost of institutionalization that can range anywhere from 
$306,000 to $1 million per case. It doesn't include the cost of physi- 
cal handicaps, other rehospitalization after the first year, or the 
emotional stress and strain that just comes fromArying to care for 
a child that is not' normal. This savings is the mihinff^/savin^. that 
the Federal Government can produce by providing comprehensive 

prenatal care. - , . . ' \ i 

I will let Lois Salisbury talk about comprehensive prenatal care 

and the exact recommendations we propose. , . , ^ v 

- Mr. LehnJan/ What you said, though, is that the higher the 

family income, the more babies are all right. 
Ms. BtACKWELL. Unfortuantely, the things that correlate with 

the low family income are lack of prenatal care, lack of nutrition 
' education, and lack of access to riiedical services. . ' . ^ 

. Mr. Lehman.. What is said is correct, basically.-There is a direct 

correl^ition. . . ^ 

Ms. Blackwell. Unfortunately, that is true. 

^statemenTofmLois public 
„ advocate, california 

Ms. SAusBURY. Dr. Brandt' left us this morning with the impres- 
' sion that perhaps -we were doing w6ll in our progress toward reach- 
ing the 1990 goals set by the Surgeon General. However, I conduct- 
ed a quick analysis based upon the new 1980 data we were*finally 
able to learn from Dr. Brandt' thS" morning, even though we were 
- not able to obtain it until just several days ago. . ^ n 

^ If, based upon the black and white national statistics that Ur. 
Brandt gave us, we ask how well are we doing in reaching our 1980 
goal, the white population, in striving to reach an infant imortality 
rate of 9 per 1,000; is 82 percent toward its goal. The black popula- 
tionv is 42 percent toward its goal. Even if we accepted tjie higher 
miilbrity mbrtality goal that,^ in recognition of the tremendous gap 
yHSetween black and white infant mortality rates, the Surgeon* Gen- 
^ eral Tecommended, the black population is only 56 percent toward 
its goal versus 82 percent for the white population. ; * 

As other experts have said, and as our document makes cjear, 
when we focus on the low income minority population, i low birth 
weight is the problem. It is the high incidence of low birth weight, 
the fact we have so many small babies to save, that makes the 
United States' standing internationally so poor, when One would 



expect that a country with our technological know-how and with 
our resources, would do well. . 

In fact, we don't sifand well. It is simply because we don't have 
the commitment to prevent small babies. ,We do know how, when 
we apply what we know. In facTt, Dr. Brandt left .us with the im- 
pression this morning—and I was somewhat surprised he did so— 
that we needed tO' conduct more research to find out hovf tb pre-' 
vent low birth weight babies and that research' grants had been exv 
pended on that. / ' 

>\[hile' I don't fault th6. expenditure of research money, I think 
the. answer is much better knoVn and better established withih the 
.medical literature than what he convey^ this morning. The medi- 
cal literature is replete with examples of conaprehensive prenatal 
care which has drfimaticafly ^educed the incidence of low birth 
weight, and in turn, has reduced the tendency of High infant mor- 
tality among low income .minority communities and also . especially 
among teenagei^s. I ;Would like to proyide you a few of the examplies 
cited in the petition. - :^ 

In St. Paul, Minn.; a program which was comprehensive and pro- 
vided teenagers, prenatal care through their ^ihool, effectively re- 
duced 4;he'l9w birth weight rate from* 13.9 percent down to 5.5 
percent: ^ , » 

In 1972, a program built upon the talents of nurse/mftlSfvives in 
rural Georgia, halved th^ low birth weight rate from 24 perce at to 
13.8 percent. / 

In California, a project oyer the past several years which'was de- 
signed particularly to reach women who lived in l3 Uhderserved 
counties was able, again, virtually to halve the low birtti weight 
rate from 7.3 percent down toSfl percent. 

In the South Bronx— ah arel^I suspect I don't neefd to tell ypu 
very much about in terms- of the manjj^ poverty indicators which 
are there— at Lincoln Hospital, a -program -designed for teens re- 
duced the loyr birth weight rate from 18 percent down to 3.6 pi^r- 
cent. , , " 

• Most of these rates, 'then, are well 'withi n . Lhu iaii^ u that l l im 
white popul^ion is presently - enjoying." Prenatel care has been 
shown effective in bringing' t^e rates down for low-income minor- 
ity populations,* even for teenagers, which* are .considered to be one 
of the most high-risk components of the population. 

project in Oakland, Calif., again serving low-income minority 
ix)pulations, found a very interesting correlation between the^ 
number of prenatal visits a woman e'xperiehced and the birth 
weight of her baby. For a vvdmari who had mpre than 10 prenatal 
visits- and the standard prescription of medicail pare by the Ameri- 
cyi "College of Obstetricians and Gynecologiists is vl3 visits— this low 
birth weight rate was 3 percent. Bear in mind the national black 
average is 13 percent. For those women who enioyed five to nine 
prenatal visits, the low birth weight rate was sfill well below the ' 
national average, 10.1 percent. For those witli less than five visits, 
it was 12.4 percent. « • ^ . - ... ^ 

- All of these programs provided what is called comprehensive pre- 
natal care and that label, comprehensive, is there to distinguish it 
from what you might call the mOre usual or standard prenatal care 
which includes visits ' to the doctor, the checkups, the blood pres- . 
sure readings, the various analyses that are conducted. 



• Comprehensive pr^atal care also includes psychosocial assess- 
ments, nutritional assessments, as well as health .education, all of 
which, as Angela Blackwell set forth, has been found to be tremen- 
dously cost effective. The ratio is for every dollar spent, $3 wul be. 
saved in preventing neonatal intensive care and rehospitalization 
during the first year. ' ; ^ . ^ \ x i u 

• These findings that I reported to you, m fact, have not only been 
part of the medical literature but were part of major governmental 
reviews,' three of which were conducted in 1980. Durmg 1980„the 
subject of maternal and child health and prevention was of much 
concern to the Comptroller General, the burgeon, (^neral, and Con- 
gress :Own Select Panel for the Promotion of (^hild Health. 

5ach of those thr^ committees found that while we didn't neces- 
sarily understand why prenatal care is so effipctiye, it is without 
doubt effective in dramatically j-educing the rates of lo\f bjrth 
.weight among low-income families and, therefpre, greatly impact- 
ing on our high infant mortality ratel 1 Ti" 
The wherewithal, 'the knowledge, is well within our control right 
now. We don't have to deal with mysteries. Prenatal care works 
and while it would be fascinating to know more about why, we do 
know that the comprehensive package unquestionably effective. 

There ^were questions ^this . morning addressed to Dr. Brandt and 
the other panelists about the present status of Federal programs 
and what can -be achieved through them for low-income women. 
Because of those questions, I would like to t^ke a moment to tet 
you know what we— Th liehalf of the organizations listed on the 
front of our petition, which are civil rights organizations, such as 
the National Urban League; women's organizations, such as the 
NOW Legal Defens^^^nd Educational Fund— what it is we have 
asked the Reagan administration in our formal rulemaking peti- 
tion to initiate in order to close this vejy sadly widenmg gap be- 
' tween the black and white infiant mortality and low birth weight 
raies. . 

One of the most basic problems is that there* are an enormous 
number of women who do not have access to prenatal care through 
medicaid at this point. They are poor women, they are known to be 
left out of medicaid in many St^ites. The number is difficult to cal- 
culate, but is estimated at a minimum to be 220,000 based upon 
Congress work having to do with the CHAP bill. ' 

Most of those women fall into one of two categories that are 
denied of access to medicaid, categories which, have been recognused 
as being particularly absurd as a basis for ^licy. Qafelis first-time 
pregnancies. Nineteen States do not provide medicaid for firaUune 
pregnancies. Therefore, prenatal care is not available^ under the 
Medicaid program for women who are undergoing their first preg- 
nancy becai^ it is tied in with their eligibility for welfare? That 
categorical eligibility link puts us in the absurd situation where we 
pay for the birth, which may include intensive care, but we won t 
pay- for the prenatal, preventive care. We are not being cost effec- 
tive in what we do. v r 

Another major category includes poor women- who come trom 
famlies with two spouses, where yoii have a working §pouse, maybe 
tjvo working spouses, but even so, their combmed income leaves 
them very poor. They cannot afford medical care. Prenatal care is 



riot'^^ivaalable to them under medicaid again, because they ffre cate- ; 
goricali^ Jinked to welfare, and two-spouse families are not eligibl^i 
The mimjputn totaljigure is 220,000 and that was, the 1979 esti- 
mate. It coiild be greatpr. 

The fact is. that this Congriess, in 1981 and 1982, passed amend- . 
ments which would allow the States, particularly States w^hich are 
feeing their own fiscal pressures, to be. both fundamentally con- 
cerned with the health of their population and also to be cost effec- 
tive, to expand their medicaid programs, tq include coverage for ex- 
actly those categories I just described who aiu.how left out. But the 
current administration has failed in any wewto exercise leadership' ' 
and encouragement to the States in spelling . out their options ; 
Guilder those recent amendments, §p that the States, are fully in- 
formed of what they can do jfjbey want to prevent low birth- 
weight, if they want to maxiniizetheir 6wn health dollar expendi- 
tures. ' ■ , ' ' " 'A'*,., 

/niose particular options, then, are one of the major remedies w6 ^ 
have proposed. We have asked the Federal Government to spell out^ 
in technical regulations exactly what the State's options are and to 
encourage the States to exercise those bptiohs because of* their ulti-. 
mate- wisdom for both the health of our <;itizens as well as for our 
fiscal vitality. r*^* ' ' V 

We have also asked that there be the establishment- of a select 
coordinator. Every one of thosg mayor 1980 governmental, reports I 
cited to ypii acknowledged the fact our current Federal pr6grams, 
including maternal and /child health, medicaid, some of the btherT 
prc^ams, are woefully uncoordinated, resulting in inadequate;/ 
care, duplication of services in some instances; dhd complete gaps 
in others; - — _ . . . ^ ' 

The Federal role iii material and child health has beisri" notofr- ; 
ousjy inefficient. Yet there is no one person in HHS who has over- 
sight over all of the maternal arid, child healtji care questions. They, 
are 'spread out -in a lot of different places. It is that lack of over- 
isight and coordination which has resulted in great confusion for 
the States and certainly a lack of priorities in unders(6anding how 
to ispend the allocated Federal dollars. * / 

Another mcyor program that could be particularly helpful in ad- 
dressing the probleiris bf* teenagers is the early and periodic screen- 
ing diagnosis and treatment program (EPSDT). Right riow teen- 
agers do not, at least ^ not by Federal mandate, obtain GB/GYN 
services or family plantiing services through this program, should 
they be pregnant. Yet EPSDT is an obyioiis vehicle, one ivith which 
I ani sure some 9f you are familiar in terms of its tremendous 
impact on children, to make sure that if a teenager is pregnant she 
receives CTod prenat^ care and that all eligibl^Aeenagers receive; 
family planning services which might prevent tm pregnanci^ in 
the fii^t pl%ce. \ 

Another major component of what we asked for Is an education 
campaign. We have heard a lot of discussion this morning about 
the value of an education campaign. We couldn't agree with what's % 
been said more. I thfnk, perhaps, what we jnight disc^^ee with is. 
whether it is wise to engage in an edacational campaign fppused' 
particularly on low income women if; in fact, we are not willing to 
make the compariion commitment to make sure they have access to 



iiwen^^^^^ encourage womeni to 

; m care and tclajpprmate then not to ; ; 

^ijtfdyideiit^ M^^- > ' ■ ^ i/.--'^ r ; 

j^H^A: iiiatip Plication ^campmgi^ best pre?; 

! wntibo!cEurii^^ in cur growing up years 

wasi^ the^Beiar cairipiaigni We are asking thiat; the saine 

i^vis4^r iemd : t^ appliiciatioh ; of resource^Tf billbp^^ 

iisibn^adioi^^ community sd that they 

jare!p^^ know 
i;dan!'cbmeyfrdm:p carie.^- '^m ■ ^ ^ l^-'/V > : • 

; i current administratioiil is trying : in sgme 

i manner^ in cbnjmiclibh. w^ who lare -partici- 

1 ]|^ingr^ x»mi)ai^; itov l^n to 

;i j^l^t tMt! mes»^ but; I t wbuld ■ 1^ ^tbt share ; with you bne erf their ^ 

'ini^br'i^^ 

|it^ w^ipofis^^^ i^p wfc 

■l:&bne:-tH'nH-n^n:rff^ C^}'-^^ :] my\::]y:^^]:':y^'^^!^A lity^-^":'-^^^ 

;; }>T3iis; is the; health CiBmipaign piMterr What i 

ijyatx ^cart ;see: isrtl^ jit is^ a wbmaii stancMrigt^hef is pr^^ ^ 
i ately ^pri^^nant^ in a gauzy n^ 

ld(r«3S. Sheiihay^OT ribt^be of ihihonty ste Sh^ jis pushirig a 
i -tis^ute I wicker^^^ s^ Jcbmbinatidii ' baby car^^ superihaifcet 
; basket bverflowirig^ cornucbpia style With food, including milk in a 
bottle, French^breiadi^^ g^ While this is a lively. 

; limaie ;in a fanti^ speak, to the^ reality of what 

iribS Ibw-iricbme wbmen aire expenfencirig;in their; oay to day lives, 
eithier lhoWth^ have to dress or w^ they shop: > ' ■ i j 
1 DurrcUents are* needless tp^^^s^^ quite critical of the fanta^yland 
presented here when the ^^n^ are trying to get to the low- 

; Imcbine cbmm tb the minority xommdnity, is such a real one 
. arid n^htinbw is such a harah-bne. i_ i_ tl 

. This iiB put out by the Federal Government. This is healthy moth- 
ers-healthy babies, the ciampaign Dr. Brandt discussing this 

Mr: Lehman. Oiur tasj iftoney is paying for that? , . 

Ms: Sausbury. Yes. At least it shows that 'a natSonal education 
campaign can be XQodu belieye there is a tremendous 

' ambimt bri ieui infen^1s(Mis could 
db lio assure that BreM^^ is i ayailable ; to fiil low income 
; wbiiien.; It is also icrot efifei^^ indicated in the cost; ef: 

; : fed^iveiless an^ysisN^i^ BlackweU >set firtk It .cotOdJ be1 done 
; iahd save the^^eral Government! moneys even though 
sive ' preihktar'care,- as ■ bpiibsed to staxiasm cbstei a : 

:littlei mbre to provide. Tftie ^vinjgs iii the Ibh^ 
; wbilih itJahd would bring do 
• 'Ihereiare also, of course, miariy things 

kinds of ouir petitibri are directed to the adf 

; ^^dhistira^^ they ; are available: cuiH ban be done ; quickly 

andideperid upprijleadeiiW Thbsb isiame prbpbsals, ^Hd^ 
^ iaibt fdrtJx dptionirtd the States; It linayibe, at some ii^^ 
: will decide this maitter is so important it shduld^ ndt be a question . 
of dptidris, that it should be mandatdry. That is'the rah^^^ 
the administrative remedies and the legislative rerbedies ydii might: 
coiisidering. - ; 
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, Thank you. ^ * ' . 

[Prepared statement of Angela BlaclpveK and Lois Salisbury 
follow:] . 

Prepared Statements op Angela Black wi^u/ano Lois Salisbury, PubUc Aiiivo: 
GATES, Inc., in Behalf of: National .Urban League;. League of United Latin 
American CrnzEKs; N.O.W. Legal Defense and Education Fund; NAACP— 
Western Region; National Council qf/Neqro Women; Black Women's Nation- 
.AL Health Network; CoALmoN Jcf eight Infant Mortauty; Na^^ 
Child Developm^tt iNSTmnv; AND Q/vkU^ 

L iSVERY SIGNIFICANT INDICATQR REVeVlS A ^IDENIITG GAP BETWEEN THE SURVIVIAL 
prospects Of' BL^CK AND WHITE INFANTS ^ 

There is an infant death ^ap in this country, and it is widening. For years. Black 
babi^ have* died before their Hrst^irthday at;a,rate that has far iexceeded th^ of 
\. whit^iftfEUife; • ■ ; ' ' , • :•^ ' ■ ■ ■ 

' This infant death gap has been an expected— and in many ways accepted-^tatis^. 
tic due to its consistency over the years. In 1950, the Black infant death rate (43^ 
per 1,000 live births) was 61 percent higher than the white mte (26.8 pQEii;eiOOuve 
wrtlw). : By 1979,; the Black rate (21.8) was 91 peixeht l^d^terjban-^^ white rate 

Public Advocates, in coiyunction; wth theJJnivgiS^ of California School of 
Public Health, at Berkeley, conducted a survey of 45 cities to obtain 1978-1981 data 
broken down by. race, data not currently available frota" the National Center for 
Healt^jStatistics.'Measuring vairiouaVTacfors related to infant mortality, tJie data' 
showed a, widening gap between the Black and white survival rates: the 1979 gap 
was 71 percent (21.27 vs. 12.36); the 1980 gap was 73^ percent (20.25 vs.; 12.62); the 

-1981 giap was 82 percent (21.13 vs. 11.58); in 32 of the 45 cities, the Black rate was 
more than. 50 percent higher than the white rate; and in jl5 of the 45 cities, the 

^ Black rate was more than double the white rate. . ; 

Nearly two/thirds of U.5. infant mortality relates to low bjrth weight. A b^y 
weighing less than 2j50<Xgrains (5-1/2 pounds) is at significanfly greater survival ri^ 
than a larger infant Low birth weight is . yddely recognized as the prin^ry contrib- 
uting factor to the relativelv high U.S. infant mortality rate, andvto the racial 
infant death gap. While much can be done successfully to prevent low birth weight 

. there has been, in fact, no progjress in recent years; if anything, new data suggest 
that the incidence of low birth is. beginning to rise again. The 32 cities which kept 
low birtlx weight data revealed:, in 1979, the gap w^ 94 percent (13.13 percent vs. 6.7 
percent); in 1980^ the gap was 90 percent (12.78 percent vs. 6.7 percent^; in 1981, the. 
gap was 92 percent (13.08 percent vs. 6.8 percent); of the 32 cities which maintain 
low^ birth weight data, 47 percent showed an increase in their rate for Black^ 'from : 
1980 to 1981. 

For very low birth weight babies, (those at greatest risk, less than 1500 gramtf), 
the increased incidence was dramatic: 1979, the gap was 86 percent (2.57 percent vs. 
1.3 percent)*, 1980, the cap was 105 percent (2.47 .percent vs. 1.2 percent); i981, the 
gap was 132 percent (2.72 percent vs. 1.17 percent). * - 

Translating these data into real numbers, (assuming approximately 500,000 Black 
births a year) a Black low birth weifi[ht rate of 13 percent means that 65.000 BUck 
ibiabies per year are besinning life in very adverse ciruxnstances. Many will die; ' 
many others will bear lifelong consequences. ^ / 

U. PRENATAL CARE EFFECTIVELY PREVENTS LOW BIRTH WEIGHT AND RESULTANT* INFANT 

MORTAUTY 

Given the United States technological know-how, this country should be at the 
top of the list in terms of saving the lives small babies. In fact, the United states 
saves small babies on a par with any country in the world; the infant mortality rate 
remains high because the U.S. has so many small babies to save.* Something can be 
done about it The petitioning organization seek something to be done about it liow 
and that policies be put in place to immediately reduce the high low birth weight 
rate which particularly affects minority, low income communities. 

Medical hterature^and several xso^kx studies initiated by the Federal government 
have made it abundantly clear that the. incidence of low birth weight can be drasti-*' 
cally reduced through early comprehensive prenatal care. For example: in St. Paih, 
Minnesota, the maternal infant care program reduced the* low birth weight rate in 
the high risk area from 13;9 percent to 5.5 percent. In a rural area of Georgia a 
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prenatal program ncarlv halved the incidence of low birth ratenn that region from. 
24 percent to 13.8 percent. In Lincoln Hospital in the Bronx, New York, comprehen- 
sive prenatal feare reduced the low birth weight rate by two-thirds from 18.1 percent 
tQ 6.3 percent in the prioryear. ^ 

• III. PROVIDING PIUENATAL CARE-IS COST EFircnVE ' / , 

Not only are there provenWethods of reducing the incidents of- low birth rate and 
resulting infant mortality, but th'jse methods have proven again and again to be 
cost effective. Petitidners* analysis shows' that the federal government can save 
$361,081,^0 by providing comprehensive prenatal care to all low income women. ^ 
' The cost savings figure wasXcomputed as follows: It curtently costs the federal 

"^govemment $638,364,300 to payXfor neonatal intensive care (NICXJ) and rehospitahr 
zation for low birth weight infaiks during the first year of life. This figure could be" 
reduced to only $90;i99,040;1f coiiipreheMiv* prenatal care were avaUable to all low 
income women. The additional estpense of providing such comprehensive^ prenatal 
care is ! $187,084,040. By ! substrticting the cost of /the ^ additional /coverage 
($lfi7,084,040)/^m the projected saVings of $548,165,260. a final, cost savings figure 
of$361,081,220isolltained. ' : Y^^^ ^ ; : •-ooiiisVoAA 
Current federal cost for NICU and rehospitalization....A * n5n 

. FederiU cost after providing compreheiisive prenatal care...: ^90,199,040 

Total.:.;.;^...........l•..........^...:..»^ ^ 548,1(55.260 

Federal cost for providing compr?hensive\prenatal care ; -18T,084.040 

. ■ ■■ ■'■A ' " — . . A . 

Savings to federal government ......... 361,081,220 

IV. ADMINISTRATION REMEDIES PROPOSED BY PETmONERS COULD INSURE PiSlENATAL^ARE 
FOR ALL POOR, PREGNANT WoMEN , " 

The current Medicaid law, with proper leadership "^nd encouragement from this 
administratjion, could insure prenatal care for all poor; pregnant women. Pet^oners 
prop<5e that the Reagan administration take immediate action* Health and Human 
Services should do- the following: \ , . * i 

Appoint a Select Coordinator to oversee all existing federal pn^rams in maternal 
and infant care; « ' < _x r 

Develop an education campaign that will inform women of the importance ot pre- 
natal care and make the heed for prenatal carejas well known to low income Amenr 
' cans as Srtokey the Bear's "You Can Prevent Forest Fires' - is known in every 
Ani.pncan.home; ..il 

Encourage states to expand their Title V and Medicaid programs so that they can 
* efficiently provide comprehensive prenatal care to all financial-needy, families and 
begin to control the problem of teenage pregnancies by providing pregnancy preven- 
tion information and prenatal care to teenagex:s, if they become pregnant. 
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I. ItlTRODUCTIOW / » 

There is an infant death gap in this country, and it is 
widening. For-years, Black babies have died before their first 



infants. . 

This infant death gap has been an expected— and in many 
ways accepted— statistic diie to its: consistency over'the""!"^ 
years. In 1950, the El a ck ir\^ant death rate (43.9 per 1,000 
live births) was 61% higher; than th^ white rate^(?6«B per 
1,000 live births). By 1979, the Black rate (21. B) was 91% 
higher than the %^ite rate (11.4). 

While there has been improvement ' in the overall 
infant mortality rate and While White infant mortality has 
reached a level that some in the nation are satisfied with. 



^15 the-^hTant^death rate for major' sectors of society remains 

16 deplorable. Moreover, the infant mortality rgktes among 

17 . Blacks in majbr cities throughout the United States in 19BI 
IB (the last year for which data are available for most cities) 

19 were equal to .and in some instances higher than-tne infant 

20 mortality, rate of whites in 1950. 

21 Although overall infant death rates (White and nonwhite 
\22 combined) dropfied from 26.0 in 1960 to 13.1 in 1979, very 

23 I little change has occurred in. the percent Qf very small babies 
born, the major factor contributing to infant deaths. In 
•fact. Blacks in America, a so-called "developed- country, 
t have such high rates of underweight, babies that they have been 
\ ... 
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uMd, as ttj^l^pa^^j^ group to populations in **deyeloplng v 
areas^such as ^^feentina , Cuba, and Tanzania, In other words, 
noh%Ailtes in (jj^lca, one of the roost affloent countries in . 
InjRe wrld/.exhlblt the low blrthwelght. patterns pf -Eesl- 
Ji^s of Third Wc<r£d countries. ^ 

. . ■ ' , _ ........ 

- > In' fact, national statistics demohstrate that there has 
l^en little change^ in the past lO^ars in the percentage of / 
infants i*o are born of .low^birth. weight^ that is»-le8s than--- - 
five 1/7 pounds).. In 1972, the Black low birth %Might rate was 
r3;3« of all Black live births; Jsy 1980, the national Bl«ick, 
rate was 12. 5«. In major cities in the . U,.S. , the rate %iaa 
13.08% in 1981. .These trends confirm the widely held j 

observation that the ,overa4^1 decrease in ipf ant mortality in 

' ■ i. " ! . ' : ' ■ ■ ^ 

th4a-country reflects improvedv medical care for hi^h risi:^' 

infants and not any significant decrease in the number 

oi^hig^y^^tSK infants born » n " /' ^ 

^ Small infants are not only at greatest risk of jdying but, 

infants that live, ^and today the majority do, <• * 

the id|||ital and physical di-sabilities %A)ich they suffer and 

the expSnse'iOf eating for them tjeike an immeasurable toll, on . 

families, society,, and the nation as a %A)ole. 

Civil ri^ts,^%raiaen'iB, children's, and health organisations 

have joined together in this** Petition to ask the Reagan 

<&diiiinistration to take those steps necessary to prevent low 

birth weight and resulting infant mortality. The organisations 

a r<p, deeply concerned that if action is not taken pow. Black 
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and other low income communities will be condemned to yeacs 
of suffering from, preventable, infant* deaths and morbidity. 

This' Administrative Petition not only proposes remedies 
to the problem, but provides new data from a survey undertaken 
by Public Advocates in con junction, with the Univeirsity of 
California at Berkeley School of Public Health to determine 
the current statu s of m aternal and infant health. Additionally 
this Petition hi^lights the results of programs that, have 
proven successful in increasing birth weight and lowerin^:: 
infant mortality. A cost effectiveness analysis of providing 
comprehensive prenatal care to those in need is also included. 

The Public Advocates Survey\is discussed in depth in 
Section-IV.. The most disturbing re'bults are that infant 
mortality among Blacks is going up ^in a majority of the 45 
cities surveyed and the low birth weight rates among. Blacks ^ 
have remained virtually unchanged. Further^ the gap between 
white and Black inftn£ death and low birth weight rates has - 
dramatically widened. 

Additionally, the Survey revealed that for those factors 
that contribute to low birth weight and infant mortality , 
the outlook is not gciod. Between 1978 to 1981, Blacks went 
from a. teenage pregnancy rate 107% higher than whites to 
118% higher. Regarding prenatal care, the Public Advocates 
Survey found that the percentages of Black and White -women 
^ getting prenatal care in the- Mrst trimester had gone down 
while the percentages of women receiving no prenatal care had 
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gone up. \ 

There is no mystery concerning what is needed ^ increase 
birth \^ights and reduce infant mortality. For yeals the 
medical literature has been ^-eplete with references ito the 
fact that^early conprehensive prenatal care does increase 
birth weight' and does decrease infant mortality. The programs 
reviewed in this document in Section V, further substantiate 
this premise. Not only is this information ^adily available 
in the nedical literature, but the federal government has 
initiated several studies %^ich have further documented that 
low birth'^weight is a serious public health problem in the 
United States and that identification of high-risX populations 
and the provision' of comprehensive prenatal care to those 
groups can drastically reduce, these appalling low birth 
vi^ight and infant morality rates. See Section VII. 

Petitioning organisations reluctantly hjye included a 

cost effectiveness analysis which demonstrates conclusively 

that it vfould be cost effective for the federal government to 

embark on a national program to provide comprehensive prenatal 

care to low income vomtn in nwBed of this care. The reluctance 

to include the cost effectiveness analysis was not because 

there %nis any doubt that comprehensive prenatal c^re would 

t 

prevent low birth weight and reduce the expenses that are 

1 

Aecessarily involved in caring for those infants; but rather 
petitioners are so aware of the moral obligation to provide 
this most basic health care, thaly there should be no need to 
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persuade the go\>erninent that the provision .pf this care is 
cost effective.- Cost*^ effectiveness in this context seems 
callous a^nd unnecessary. 

vpeiitionera* analysis shows that the federal government 
can save $361,081,220 by providing comprehensive prenatal 
care to all lowincoroe women. See Cost Effectiveness, 
Section VI • * 

This cost savings figure was computed as follows: 
It currently costs the federal government $638,364,300 to 
* pay for neonatal intensive care (NICU) and rehospitaliziation 
for low birth weight infants during the tiret yeiar^ of n'life . 
Thi« figure couli! be reduced to only ?90, 199, 040 'if 
comprehensive prenatal , care %«re available to all low 
income women. The additional expense of providing .iBuch 
ct)inprehensive prenatal care is $187,084,040. By subtracting 
the costs o^the additional' coverage ($187,084,040) f rom ' 
the projected savings of $548,165,260, a final cost savings 
figure of $361,081,220 is obtained. 

9 

Current federal cost for ■ 

NICU and rehospitalizatibn $638,364,300 
Federal cost after providing 

comprehensive prenatal care - 90«19g«0j0 

Federal cost for providing 

comprehensive prenatal care -187,084,040 

Savings to federal government $361,081,220 

In general*, America's low international, ranking in terms 
of infant mortality is an embarrassment. A country with the 
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wealth of the United States and the technological kno%r-how 
should be at the top of the list of such a sensitive indicator of 
a nation's health. Actually, statistics indicate that the. 
United States saves small babies on a par with any country in 
the vrarld; the infant mortality rate in the u'.S. remains high 
because there are so many small babies to save. 

Recently, (May 24, 1983) the Wall Street Journal 
published an artibl^ describing how Sri Lanki had signi- 
ficantly reduced i^e^ infant mortality rate. Their efforts 
wer# described as a real success story for the Third World. 
The article discussed the re a ML ty that a countryls infant 
mortality rate measures more than infant deaths but it 
is also a measure of. "food and water supplies, political ^ 
upheaval, and the quality of housing, schools, and'health 
care." The writer went on state that the infant mortality 
rate also "measures. . the attitude of the government." 
A Sri L«nka econcnist was quoted as saying that a high 
infant mortality rate ** shows tv it the ruling elite, aren* t ' 
interested... It shows a hign degree of irresponsibility."^ 
Similarly, something can be done about low birth weight and 

\infant mortality rates in the U.S. Petitioners urge the 
Reagan Administration to take the responsible course and do 
something about it now^ 

^\^^^^ln Section VIII, Petitioners put for%mrd specific rule- 
making clt^ges^ that can be Implemented, by Health and Human 
Services, ttvAiiclT^ll cobrdinate existing federal progratns 
. ■ 
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aimed at maternal and- infant carej deVelop an educational 

/ . • ••- ■' • , 

campaign 'that will inform %#omen of^ the importance of prenatal 
care and make the need for prenatal cart aa well^Known* to 
low income Americang^as the Smokey the ^ear campaign phrase, 
•Qnly you can prevent forest fires," is now known in every 
American horoej encourage states to expand their Title V and 
Hedj.caid programs bo that they can efficiently jprovide 
comprehensive prenatal care to 'al\ financially needy 
families, and begin to controljtbe appalling problem of 
teenage pregnancy in America by providing pregnancy prevention 
information and prenatal care to high-risk teenagers if they 
become pregnant* 

These solutions are interim steps. legislative changes 
ace clearly needed to permanently institutionalize this . 
coSntry«s commitment to maternal and infant care. The rule- 
making changes proposed in this Petition, however, are 
important interim steps and will hetjp prevent iow birth 

- ■ J ■ 

Footnotes in this document are cross-re ferenctfd to the 
bibliography,, where each reference has been assigned a 
number. Where a colon separates two numbers, the first 
number represents the document* and the second mwiber 
indicates the page^ Where a semi-colon separates tvro 
numbers, it indicates more than one cite within the^ 
26 I footnote. 
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II. PETITIONERS 
ThU Petition is being filed on behalf of civil rights, 
women's, health and children's organisations that are concerned 
about the widening Infant mortality gap between Whites and 
nonMiites In the United States. These organisations are also 
deeply concerned that the failure to address adequately the 
underlying causes of infant mortality means that the gaf> 
will continue to widen until comprehensive prenatal care tis 
availal^le to all %^o need it*. . 
Civil Rights Organisations 

The National Urban League, the NVACf-4f ester n Region, \ 
Mexican-American LegaX Defense and Educational Fiind, and the • " 
League" of United Latin American Citisens are well known' 
civil rights organisations %#ith constituencies that range 
into the hundreds of thousands. These organisations believe 
that acdess to cklequa,te health care is a fundamental civil 
right and ehat healthy pregnant women and babies are the 
cornerstone of a vital society*; " 
B. ftealth Groups 

The Blj^ck tfomen's Health . Project (NWHN)* National Women's 
Health Network, the d^alition .for the Medical Rights of 
Women, the Coalition to Fight Infant Mortality, the Food 
Research Action'lTenter and the Family Planning Forum focus 
on the particular health and nutrition needs o'f low income 
wom^n and minorities. Each of these organisations devotes 
its resources' to educating the public and encouraging policies 
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that Will make adequate health care available to all low 
income and minority citirena. theee groups aj«, gravely 
concernea that the high infant mortality rates in low incoioe,^ 
Minority communities persist when these raty could be reduced 
if health' resources were, properly directed to the pcipulations 
most at risk, 
C» Women's Organizations 

The l^tional Organization for Women Legal Defense 
and- Educational Fund and the National Council of Negro Women 
recognize woman's neids for adeqpate health care as well 
as theii; need for opportunities in education; employment 
and personal advancement. Of key fl^cern is that pregnant 
women have the necessary resources and support to bring 
healthy, potentfially "productive babies into the world. 
This cannot ^e acconiplished if the low indome and minority 
women in this country are denied access to the quality of 
heilth care that is availalVle to middle and upper income 
j %ramen. ' 

D. p\i Idren's Orc^anizatj.on8 

The National Black Child Development 
non-profit membership organization with affeilWes iny^2 
cities whicTh '.plays an advocacy role for all Black children, 
it ^as focused^on such issues as adoptions, foster carjj, 
and educatioft. "* . . \ 

// . . V ■ ■ " ■ . 
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III.^ JURISDICTION AND RESPONDENTS 
The cabinet and sub-cabinet merabers of the pepartnent 
of Health and Human Services have tha authority and power to 
promote policies, programs and practices vihich will reduce . 
infant mortality among the nation's high-risX- populations. 
♦ Respondent Secretary * of Health arid Humai> * Services (DHH8) 
Secretary Heckler ito vested with the au^ority to guide 
the nation'e* health policies and the power to .Implement 
existing federal health legislation, .42 U.S.C. I 3501. 
Specifically, the Secretary is entitled to receive reasonable 
assurances that certain eonditlons will be met prior to th^ 
disbursement of federal grants for health care pursuant to 
tii^^^tarnal arid' Child Health ^ogram . (Titjj^ V of the Social 
Securi^^Acti--42^U.S.C. | 701, et seq . ) , the Adolescent 
Pregnancy Programs (Title VI of the 1978 Amendments to the 
Public Health Service Act, 42 U.S. C. I 300 et se£.), the 
Comprehensive Public Health Service Grants Program (42 U.S.C. 
$24^), Migrant Health Centers and Services Grant Program ^ 
(42 U/8.C. 5.254b), Community Health Centers (42 U.S.C. 
I 254c), the Family Planning Services and Population Research 
Act (Title X o^ the Public Health Service Act 42 U.S.C. | 
300), and the Social Services Bloc)c Grant Title XX (42 U.S.C. 
f 1397a(a)(2)(A)). • 

Further, under the Social Security ^Act, which; 
encompasees both the Maternal and Child Health Program 
and Medicaid, the Secretary is given broad authority to ^ 
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mandate "such 


rules and regulations, not inconsistent with 


2 


this chapter* 


as may be nef^ssary to the efficierft adminis- 


3 


tration of the 


functions with i4iicK^(s/he) is charged under 


4 


this chapter." 


42 U.S.C. f 1302. The Medicaid program 
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•pecifically provide* in pertinent part that i "A state plan 


o 


for medical assistance must provide such methods of 
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administration. . . as are found by the Secretary, to be 


8 


necessary for 


the proper and efficient operation of the • 
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plan." 42 U.S 


.C. $ 1396a(a)(4). 
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IV. EVERY SIGNIFICANT IMDICATOR REVEALS A WIDENING GAP > 
B ETWEEN THE SURVIVAL PROSPECTS OF BLACK AND WHITE 
INFANTS 

The overall infant mortality rate is a crude, imprecise . 
measure of a nation's health. Recently/ increases in the 
overall rate in 11 states hav^ touched off heated exchanges ' 
between ^veynroent critics aziH bureaucrats about who is « 
responsxBle.^ The death of American babies is an issue .that 
deserves open and pointed debate; While'the debate 
rages, however, babies are dying needlessly. 

• Hidden under 'the overall infant mortality statistics are 
truly shocking figures that no one — including government 
officials'-disputest in America today, a Black baby is alrobst 
twice as likely as a white baby to die before his or ber 
l^rst birthday. 2 . . 
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*nie following la an in dapth diacuaaion of infant mortalitj^ 
in tha Unitad Stataa which both coaparaa thia country'a ronkii^g 
with othar countrlaa and axaninaa infant mortality among varioua. 
groupa within tha U,8« Thia aaction alao raporcs tha methodology 
and raaulta of a aurvay conducted by Public Advocataa; Thia 
auxvay waa uodartakan becauaa of tha lack of currant data 
ragarding infant mortality rataa by raca. Tha Public Advocataa 
aurvay w^ conducted in conjunction with tha Univaraity of Cali- 
fornia at^rkalay- School of Public Health. / , 

A, Public A dvocataa' Survay ^ ^ 

: . *• ^? 

Lack of currant Data . 

Tha' laa't year for Which final atata and national infant 
mortality atatiatica ara available from the national Cantar for 
Health Statiatlca (NCHS) ia 1979, 1* CurranUy, there ia almoat a 
a thrae-yaar lag bat%#een the and of a calendar year and the 
date on Which final atatiatica for thfit year are ralaased to 
the' public by NCHS, Provlaional atatiatica (based on a 101 
// 
// 

II r 



102s24 

On June 30, 19B3, one day aftar thia Petition ma filed, 
DC, Edward Brandt, Aaaistant Sacratary for Haalth, and . 
attornaya for patitionera both teatified before Congraaa 
Select COBWitttae on* Youth, Pamiliea knd Children. 
Dr. Brandt made public for the firat time the final 19B0 
atatiatica, which were an overall IMR of ' " 
IMR of 21.4, ' and a *rfiite IMR of 11.0. 
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soBiple of thtt i>opulation) ars available for 1980, 1981, and 1982 
but^racial breakdowns for Infant deaths have not yet been^ 
published for these yeaes. 

Breakdowns of city data needed for analysis in this petition 
have Qot been available from the federal governmnt or go^rnment- 
sponsoriBd sources since 1978.^ 

Public ^vocates reviewed the state and ..national 
statistics from NCH8/ including provisional data for 1980-1982 
and natality data for 1980^'but also conducted an additional 
survey to collect more recent d^ta for, selected cities throughout 
the country. . . 

2*. Methodology ' 
"-"Ouring the first half of 1983, Public Advocates conducted 
a telephone survey and collected data on infant mortality broken 
down by ethnicity or race from 45 citlee. These cities varied 
in .their racial, ethnic and %ocio-econaiiiic makeupi 30 cities 
had populations of 250,000 or. more, 15 had populations -below. 
250,000. Geographically, 7 cities, were located in the East 
and Northeast, 12 in the Midwest, 13 in the South and Southeast* 
and 13 in the West. Where city data was not available, county 
statistics wore used. ' * 

Most'^bf the cities VRsre randomly chosent /-A few cities, 
however, were .selected for stiidy ^cause ccmrounity groups, alerted 
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Public Advocates to their bi^; r«t«s of infant Mortality f 

<>o^ . ."1 

othar citiaa %Mira ;aala*etad baeauaa tlw itadia had already 

' . . . y. t y 

focuaad attention on their ^i9^ rates of infant deaths;. 

' For the 45. cities information %me requasted frosi. vital * 

V / . ; /. ■ ■ ■ ► . \ ■■ -. : 

statistics divisions of city, county and state health depart- 
neats for the yeiir^ 1978 throu^ 1982 for the* following 
toateaoriest overall infant nortklity rate (XMR),f XMR ^;area 
of city, stillbirths, b jiaonatai dea^s,^ post-neonatal death 
tate^d low birthwfi^t,* prematurity,^ teenage pregnancies, and 
prenatal e^ei BreiMoims by racetware^ requast^d-for each 
category* All datal collected iiras for city residents* 

Inconsistencies in recordheepirtg and lack of data 
collect]ton by race in the cities' vital statistics units jprevented 
PtAlic Advocates from obtaining data for every category from 
each, city* Few pities had compiled data for 1982 1 Infant 
mortVility and low birth wei^t statistics were most -on- 
sistently avail^^ble* 'sAall samples were, obtained for very 
low birth.wei^t births, births to teenagers; 'and prenattfl care.* 

Also a few cities reported libmrtiite rates rather than BlacK rates* 

% ■- 

In the Public Advocates Survey (hereinafter sometimes referri|d 

• * ■' * ' 

tb as P*A* Survey) Blaick and.noHiAiite %Mre combined* Host 

xeferences to the PA survey will refer to those rates as Black* 



a. > infant deaths pe^ 1,000 live births 

b. . fetal deaths, excludijji abortions . • 
c* deaths to infants under 28 days Qld 

d. deaths to infants 28 days to one year old . 

e. » less than 5 1/2 pounds 12, 500 grams) at birth 

f . born before 38 weeks* gesti^tion 
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rtim data Mire aubaaquently proceased and analysad by 
Conaultalnta ^om tha School of Public Health, Univeraity of 
California, Berkeley. 

The findi/iga of the Public Advocatea Survey appear 
throughout thia petition, 

B. Infent Mortality- Rate (IMR) - CoBiponenta and Significance 
The infant mortality rate (IMR) 'ia the number of infant 
deetha up tc one year of age, per 1,000 live birtha. For 
example, if a country had .3,000 live, birtha .n a given year 
and 33 infanta under age one died in the aame.year, that 
country ' a IHR would be 11.0 (33- divided by 3,000, multiplied 
by l,000).l 

IHRa can be baaed on liriked data (%Aere birth and death 
recorda are matched for each Individual infant) or on unlinked 
data (all birtha and deatha occurring in a calendar year). 
Noat^of the atatiatica in thia petition are baaed on unlinked 
data. " Liriking ia not routinely done in the United Statea, 
except for a few atatea and citiea;^. \ ^ 

Although crtfde IHRa can provide aoraa cluea to tha ^tatiia 

of a nation'a health, eapecially the he^th of motheriT and , 

babiea, the atatiatica vAiich compriae overall IHRa—i.e., death 

' ' ' ' . - ■ 

rate a* be fore and after the fir at 28 daya of life— are often 

• ■ * -■ ' ■ 

-more aenaitive roeaaurea of national health and 6f apecific remedial^ 
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and prcvsntiva tAchniqiMS «Aiich af f«ct that health. 

similarly* nora ^insight can ba gainad'by ccnparing INRa 
for various aubpopulationas t^itas to non«Aiitaa,. babiaa «Aioaa 
nothara had pranatal cara to thoaa v^ho did not« taanaga nothara 
to older iBOtharsv pregnant woaen above the poverty level to 
thoae below it, and babies who are born undsrvwight" to those of 
normal weight* 

In reviewing the .professional literature* 'aa %fell^as in 

its own suryey> Ptiblic Advocates focused on data that would 

shed light on this conplax interaction anong lehese factors and 

how they affect crude* overall IMRs« ... 

i« ' Maonatal Mortality . ^tdeaths occurring within 

the first 28 daya of life) 
' ■ t ' . * 
There is. an especially strong ^ link betvwen high neonatal 

deatha and babies bora underweight (or, low birthweight). The 

neonatal death rates for babiM Who weigh 1,000 grams or leaa ia 

0 per 1,000 births«^ as conparefl to only two diaths per thousand 

ir babies %Ao %#eigh between 3,000-3«5iX) grama*^ 

Fifty years ago«. a little more than half Qf_ infant deatha 

in America occurred in the neonatal period, ^ the first 29 ' 

days of life. How* three-fourths of all infant deatha 

occur in the nednat^l period.3 This shift does hot mean that 

'jsbire babiea are dying now than' in previous years.' Fewer arc 

dying* The percentage of deaths in* early infancy is rising 
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1. 147 t 829 

2. 147 t 829 
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because of advances in the past half-cerftury in controlling 
the factors * poor satiitation, infection — which 

Xilrled babies later in infancy.^ 

Neonatal deaths are closely linXed to inadequate prenatal 

N. - 

care* delivery procedures, and medical care of the newborn. 2 
The neonatal period is also the tine when intrauterine factors* 
such as retarded fetal growth, have their greatest effect. ^ 

Race is also abactor. In 1979, the Black neonatal death 
rate was 60% higher than the White rate.^ 

2. Post~Neonatal Mortality (deaths occurring from 28 
days up to one year ) ■ 

Post-neonatal deaths account for only one-fourth of infant 
deaths in the United States. ^ i 

Environmental, social, and economic factors, e poverty, 
are more liXely to affect infants after the first month of 
life.^ Much of post-neonatal mortality is not related to, nor 
influenced by, prenatal care.'' Further, there is disturbing 
eviden^ that in some cases, medical science is prolonging 
the lives of tiny infants who are born cVitica|lly ill and do not 
survive. In the U.S. bet%Men 1970-1978, the i|urobers of infant 
deaths related to respiratory disease, one of^the three major comr 
plications of low birtb weight that often leada'to death, decreased 

1. 50j3. ' ' ■ ■ 

2. 104x8 . / 
3.. 125t366 / 

4. 104x8 • / 

5. 50x4 . ' 

6. 104x8 

7. H 55x6 



184. 



1 

2 
3 
4 

iS 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 



overall by 3W but indeasad 444% in the poitneonatal 
period. 1 ' 

In 1979, ,the laet year_f or -Which ifinal national data are 
available^- the'^Black post-neonatal death rate wae more than 
t%#ice the White rate. 2 

' . 3. . Fetal Mortality - Stlllbirtha 

Fatal deathe (atillbirthe) include deatha of fetuaaa of 
20 or mora waeka* geatation, excluding a)>ortiqna. 

Hiatorically, nonWhite fetal death rate a have been higher 
than the White rate. In 1950, the nonWhite fetal mortality 
rate* (FMR) waa 24.Bj\ the white FMR waa 13.3. ("NonWhiteV 
includea Blacka; fetal death rataa for Blacka-oi^ were not 
available. until 1979.) By 1970, the White rate waa db%m .to a.6. 
While the nonWhite rate 13.9. The gap^^^tween 
White and nonWhite fetal deatha ratea had narrowad by 1979 
(5.9,for Whitea and 8.4 for non*rtiitea). Unfortunately, the 
newly ava^ilable 1979 rate fors Blacka-only waa 9.0 higher than 
the nonWhite rate, and White /ratea. Proviaionai 1980 fetal 
mortality rataa by race are not yet available frow MCHS.^ 
Some citiea include fetal deatha vftien reporting infant mortality 
ratea, but in the Public Advocatea Survey, all fetal deatha 
%#ere excluded. 



1. 27x70 - . 

2. 104x8 ^ ; 

♦Fetal'mortality ratea (FMRa) are the number of fatal deatha 
divided by the total live iJirtha plua fetal deatha, multiplied 
by 1,000. . ' 
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4. International Coiopftjri»on» of Infant Mortality • 
The overall infant mortality, rate , although a crude measure 
by American standards; is nonetheless useful in international 
comparisons. For the past 17 years, the U.S. has maintained ' 
the uoimpcessive rank of between 14th and 18th of 25 industrialised 
nations with the lowest infant mortality rates. 1- For many .years, 
the U.S. infant death rate has exceeded Sweden's by more than 
75%. 2 In 1974, vfhen the U.S'.' rate %^s 16.7, Sweden's wa« 9.2.? 

_ In 1978, America's infant f*eath rate (13.8) was higher 
than ;the IMRs for fifteen other" nations, not an envia.ble record 
for a country with a high standard 'of living. In the past 50 
years, thSs infant. death rate for Finland and Japan declined 
more than 90%, %rtiile the. U.S. rate dropped only 8^.^ 

America's international ranking fell from sixteenth in 
1978''to eighteenth in 1979. Among the countries with lower 
infant death rates than the U.S. werex Sweden (7.3), Canada 
(10.9), Hong Kong (12.3), , Australia (11.4), and West Germany 
(12.9). The U.S. ranked only six counti^ies abov«i" Czechoslovakia 
(17. 7). 5 . 

In 1980, the U.3- was still ranked eighteenth worldwide, 
with an infant death rate of 12.5 per 1,00Q live births. 



U 
2. 
3. 
4. 
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A8|»rica*a XNR was baraly batter than Baat Gernany'a (12«6)« ^ 
and %iaa woraa than aavantaan othar«;countria8« including 'swadan 
(•(S.9)y Japan (7*5), Finland (7«6), Spain (lia}. Hong' 
(11.2) and traland(lli2)«^ • 

' To appraciata the lifaaaving inpact of. an infant daath 
rata jWhi^ ia approximataly^ f Iv^ poih€a lowar conaidar tha 
followlngt .Xf tha U.S. infant daath rata in 1977* «Aiicli waa. 
14«i, had baan aquai to Japan'a (8*9)/ 17«000 fawM: Americaii ^ 
babiaa %'OHld have diad that yaar*^ 'j 

Daapifa tha hiatorical and praaant lag/thW nbat 
ciptimiatic goal thua far propoaad t>y- tha U«8« Dapartnant 

ioMar tha. national infant 



thou^nd (alightly lii^ar 



of Haalth and Hunan servicaa ia to 
daath rata to' no mora . than 9,0 par 
than Japan*a 1977 rata) by 1990 . Tha «ora conaarvativa 1990^ 
goal for BlacXa« Hiapahica* Amarican Indians* atnd othar athnic 
aifl>groups (12*0 daatha par thouaand liva birtha) inatitutionalisaa 
r-athar than aliminataa tha currant racial daath gajp«3 

CbuDtriaa with Iowa r rata a of infant aorta llty than tha 
Unitad 8;Ltaa uaa coinprahanaiva pravantiva programa %Aiich atraaa 
adaquata and acoaaaibla pranatal cara, aax education for tSar?'^- 
agara, good*mitriiion« acraanirg for hi^-riak pragnanciaaj \ * 
high quality obat/itr^c . cara « and fpllow-up hooa visits* plus 
othar baaic pra'^ntive sarvicaai^ thaaa aarvicas bava yat to 



1. 148i842 

2. 147t042 

3. - 139tl7 - 

4. 146i217i 64s9t95}^ffr28- 
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;b«cfoRW th« rl^t of fv^ry noth«r; and baby in the United States^ 

making even the : nodaat 1990 goalb ;seam inpoaaible^ ,to-j:< ach« ^ 

5. U>S, Infant Mortality gatea bjr Race 
■ ^} ■ ; ; , ■ ■ • ' 

."Higher noirtaXity among blacK infanta haa been ^ 
4 observed ever since reliable atatiatica have - 
been available. Furthermore « the gap la not.: 

r ■ . .narro%#ing* • ■ _^ .: . ; "■ ' 

— ' ' /^joii c. Kleiifunan, Phip» 

Samuel S« iC«88«lf N«D« 
National Centisr for ^ 
Health Statiatica ^ * 

Between 191 S and 1950f tiw're ytkm a ateady decline in the 

;U«8« infant death rate, largely due to Wtter > 8anitatibn« ■ 

decreaaea in :infectioua diaeaaeaf ; family ^ planning i - improved- . 

^nutrition,' andclaetter: acceas-td- health ;care.«? . r;''. 

'''{:■':'; M' 'ahown 'in i Table tif lay '1950; '■: the' ' ;U .S. ;'.inf ant . .mortality - rate ' '[ ■ 

: for ^ %iti iiea .yaa 26 ; 8 ; itoatha pe r ; 1 , 6ob jlive; birtha • I ! Blacic ; Amb rican 

;infantfir'-howewtr# : died' at' a ''rat«! 64%^ higher'^ (43«9;(Xieatha ■■ ;> 

per 1,000 live ; birtha). Twenty yeara tater, in l970',| the irtiite 

lNR> «raa down ;to 17^8, M«A&ile the? Black ZMR t32;6); wtfa 83% Higher' 

jthan the Whi'te rate. In 1979^ ' t^m laat year for \Avibh racial. 

:brea]cdcMin8 are available from, the: National*- Center ^or .Health 

;Stati8tic8« the «Aiite rate reached an all-time low of 11.4.^ • 

Again « t^ Black rat«# ccinaiatent with thia depiorajbie atatiatical 

pattern , - waa v9l% higher ( 21 • 8 ) • 3 the gap ia itideed widening • - 



1. 76t29 

2. S0s3 

3. . 104sS4 
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TABLE A 



0,8. iifant Mortality Rates/ 1950*^1981- (••Ucted yearah 
By Raca (p«r 1,000 Li va Births) 





U.S. 


Year 


Ovarall 


1950* ^ 


"29.2 


197D 


20.o:i. 


1975 


16.1 


1978 


13.8 


1979 


13.1 


1980 


12. 5** 


.I981r. 





White 

IMR 

^26.8 
17,8 
14.2 
12.0 

' : 
**• - 



Black 

. IMR 

43.9 
32*6 
26.6 
23.1 
21.8 
*** - 



» : - Sourwat National; Cantar for Health Statistics. -.NCHS 
i Monthly Vital. Statistiqs Report;- V. 30. N.13. 12/20^83. 
■ H Health^U.S. . 1982 .: pJ 54. ! ^ 

i Thaiprbvlsional! 1982 overall U.S. IMR is 11.2 per 1,000 V 
live births , the lowest rate •ver ; recorded #n the United 6\ates . 
Thitlis little comfort for Black parants, .since ^the ^ ^ . 
i»Vt«li^ r^ BUck infants remains alniost twice as high 

Aat fcjr Whi^^^^^ _ ' 

i ' it 'is difficult to obtain acctirate data on infant deaths 
In thii Jiispanic cobwunity. 2 Statistics are also sparse for 
othir ethnic groups. In Los Angeles County, however, Mveral 
areas with the hl^st minority concentrations also have the 
highest rates of underweight babies, neonataX deaths, and 
Iwaiit da^ths.3pne Los Angeles County health planning area. 



1. \lli7 

2. " 87 

3. 87, see appendix 

* InciiiiSes nonresidents of U.S. 

** Provisional statistics. 

*** Md racial breakdown available. 
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Wh«re Hlspanj.ca make 58.9% of the populat^n, has the highest 
percentage of underweight bablet and the fifth highest Infant 
death rate In the County.^ 

IMRs for American Indians living In the St^te of Collfornla 
are hlg(her than the IMRs for any other reported group except 
Blacks.2 ^ . ' ' 

• Public Advoca^s Flriiaings - Infant Mortality by Race • 
The ' Publlc^vocates. findings from the survey' of cities %m re 
consistent vdth' though not Identical to the national figures from 
NCH8 for the duplicate years studied (l978-79). As In the NCHS 
report. Public Advocates* Survey reveale^ ^n Increase In the gap' 
betvwen the White and Black' IMRs. The Survey Included Infant 
mortality rates by race. for 45 cities. The total nuinber of " 
births Is in excess of 3L76,000 for Whites and 227, OdO for Blacks 
per year- For those cities In 1978 the White IMR was 12.9 while 
-the Black IMR was 21.9, a rate 70% higher than that , for whites. 
By 1981, the rate for %«hltes had fallen significantly to 
11*58. %Aille the Black IMR had decreased only slightly and was 
actually higher than the 1980 rate. Thus, at the end of 1981, 
the* IMR for Blacks was 82% higher than the IMR for Whites. 



1. 88 

2. 25s23 



M2 



* • Public Advocaf Survey of IMR of 45 Cities 

% Higher for Blacks 
Year White IMR Black IMR than White a 

i«78 ^ ,12.86 , 21*93 70%. 

1979 • 12.36 21.27 , 

il980 12.62 ^ 

i981 11.58 21.13 82% ' 

Further, the Public Advocatea aurvey reveiiled that in 
32 of the 45 citiea, «the Black infant mortality rate for 1981 
was mora than 5QI greater than the %rtiite rate. Fifteen of 
those had Blacker ate a that %#ere more thaih^ouble the %rtiite rate 

1: : Itocording to the, Public Advocatea aurvey# in 1981 # among 
the larger birth populations, the widest 4isparitiea in IMRa 
betiMen «rtiitea and Blacks occurred in the follovring c^tiest 
Jackson, Mississippi; Men^his, Tsnriesseej Clsveland, Ohioj 
Waahington, D.C. f and Detroit, Michigan. Jackaon,- for e««ii5ple» 
ahovied IMRs of 6.2 and 21.1 for Whitea and Blacks reapectlvelyr 

- these data, indicate that the Black IMR waa 240% highar than 
the IMR £or>hitea. Saii Table C. 



All avaragea reported in P^A* findinga are weighted to 
; ellminata the impact of varying city aiBes* A weighted 
average is computed by using^ total number of. births and 
total number of outcomea. 
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TABLE C 

Public Advocates Su»w o£ Cities with Number of Black 
Births Greater than 27ioo ini 1981 with Widest Disparities 
' Between vmite and Black IMRs 



CITY 

.Jackson 
Hemphis 
Cleveland * 
Washin0ton« O.C, 
Detroit 



WHITE "I MR 

6.2 
7,9 

11«5 

. 12.0 



BLACK IMR 

22.6 
31.9 
25.3 
26.2 



« HIGHBR FOR BLACKS 
THAM WHITES 

2401 

I86« 

1771 

166« 

il8% 



Perhapsa the most disturbing evidence' indicated by the survey 
is that inAnt mortality anong Bracks and whites is rising. 
Between 1980 and 1981 the >A Survey found increases in the Black 
IMRs in 51% of the cities studied. Wie white populations in 
these cities are not Immune to the high incidence "of infant 
deaths^ increases in White IMRs were found in 371 of the cities 
studied for those same years. . ' ^ ' 

Probably the rise in tAiite IMRs is influenced by the same 
factors tlat are contributing to a rise among Blacks; that is, 
higher IMRs =:;iuag people %rt»o are low income. A comparison of 
the national IMR for %rtKites for 1978-79 wlt.T the results of the 
Public Advocates Survey indicates that IMRs for^ites^in the ■ 
survey cities wsre higher than the national ave^gs. 
// 

// .. ^ . . 

. ' - 
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■ rhXLZ D 

National Compariaon of Whita IMR to Public Mvocataa 

. Survay for 1978-79 

Yaar Natiorol Public Advocataa Survay 

1978 12-0. 12-B* 

1979 U.4 12-36^ 

Thia may raflact tha fact that citiaa of tan contain amall 

concantrationa of low incowa Whitaa. 

Whila it may ba pramatura to concluda from thaaa 

data that tha infant mortality rataa for poor vrtiitaa >nd 

Blacka ara incraaaing, a pittarn in that diraction a*ama to 

ba davilpping. Whila mora data from 1982 and ^1983 ia 

naadad to data^na !t*iathar that t rand ia ii^'fact,,,^ 

occitfring, it may fairly ba aaid that a aignificant 

problam may bi ,amarging — ona Which nay ba difficl^ 

to coiid>at if nbt'^ traatad immediataly.^ 

, C. I£W Birth Waiqht. Paath,^ and Diaability 

•low liirth waight ia tha graatast 
aingla haaard;for infanta, incraaaing 
thair viilnarability to davalopwantal 
' problama and to daath.** O.S. - 
Surgaon Ganaral's raport**. * 

Thara *ra two raaaona for an infant to be of low birth 

waight (i.a., born waighing laaa than 5 1/2 pounda or 2.500 irama). 

l. It waa born too aoon Ipramaturity — bafora 38 waa)A 
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gt Station)^ or . 

2. It WIS born too small. llMsa ar« full-term babies ,)«ho 
did not grow enou^ urtiile inside the mother [intrauterine -grovfth 
rstardation (XtXSR)]. Ihey are also referred to as "srall for 
gasit^ticmal ege* (SGA).^ 

In either case, aow birth %iftight infants are moi;e Ukely 
to die or have serious disabilities than nonaal birth weight (NBW) 
blibies (5 1/2 pounds or more). 2 xn both types of LBW, the 
lowsr tfie birth, weight » the liore likely Uie W will be 
stillbprn or die soon after birth. 3 Low birth weight (LBW) 
-inf ants are mor% than 20 times as liXeiy to die within their 
first year as nornal birth weight \>abies'.4 ' 

Figure 1 illustrates the strong relationship be twee^ low 
birth weight and deaths especially in early infancy. 

11 " ; ■.. , - 

// . , . 

// ^ 

// . • . 

// . 
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Figure 1 

NB0HA7AL WiD POST-NEONATAL DEATHS, ACCO*lDINO TO BIRTHWEIGHT, 
j,974.75 — Selected Areas, United States 



102; 8 



raw 




Low Bi^ Weight (LBW) 
(259(Kgranie or less) 



Normal Birth Weight (NEW) 
(over 2500 grams) ' 



16.6 



LBW 



2i2 



NBH 



NEONATAL DEATHS PER 1,000 
LIVE BIRTHS (under 2B days v 
,of A^) / 



POST-NEONATAL DEATHS' 
PER 1,000 LIVE* BIRTHS* 
(28 days to 1 year of age) 



Sources 'Shapiro, S.. et ai., "Relevance of Correlates of 
Deaths for Significant Morbidity at .1 Year of Age"., Aw. J. of 
Obstet. Gynecol ., Feb. 1, 1980, p- 365*^^ .Table II. 



LBW has also baen connactad with Incraaaad )occurranca of 



^occu 



na.ntaX ratardati.bn. laarninj diaabiXltiaa;, birt^\dafacts, * 
blltidnaaav autiam«>carabr«i palay, apllapay,^ gn^wtH ^ " 
problaaa,- 'Visual and .haaring dafacta; dalayad spaich, and 
chronic lung pjroblaims.^ - ' t ' 

Ivi tba f^st aarga-scala study' of morbidity byi birthweight 
»4iich coverad sight fagions in tha U-S* "•••fchars at J6hns ' 
Hopkins Uni varsity found that, among infaiits ,with biWthwai^ts ' 
baldw 1500 grains born in tha first half of 1976,' thaVincidanca 
of save ra InpslnMnt %ras 14.3 parcant.3 Thm authors Vlso 
coiqiarad overall problams of low^birthwaight infanta to *thosa 
suffatad by full-tana babies aiid found that«.40 paroant\o£ tha 
survivors b<3cn.,uiidar rsOO g^ams were hospitaliBad at Imhui ^ 
>oDoe during tha .fir»t year of *lifa,« conparad to 8 parcaAt of 
in^nts born'vwighing over ^500 grams.^ *» .V 

\piitinuing ^ysical' problena are tionmon in vary low) birt;tf 
weighty (VLaW) infanta thosa weighing under 3 lba«, 5 ^s. , or 
1500 grama* 



tha time thay reach ope to three .^ara o'f age , 
7.0 paroent of VLBI^^nfants and 30 percent of those weighing 
under 2 lbs.» 3 ob. (^000 grama) have neurological ab'nor- 
malitiea.5 



1. I36i24 

2. >iOi2 
3« 113 

4. 136 - 

5. 136 




146 



' i. International Comparison , of LBW Rat<» 
International data comparing the U.S. to nine other 
indUBtrialired nations ranX the t.S. "second vforst in proportion 
of LBW babies.^ Thic high percentage of underweight babies« 
a percentage Which is even higher among America's racial 
minorities, is one reason for the poor U.S. ranking in Infant • 
deaths. 2 • 

In 1970, Only 4.5% of babies born in Sweden (the country 
with the lowest IMR in the. world) were LBW, while 7.8% of U.S. 
babies were- LBW. 3 In 1978, eight years later, the U.S. LBW 
• rate*had only Inched down to 7^\, still far above the Swedish 



rate . 



As an iiiidicatIon"~or-the Xlfesaving potential of improving 
LBW i>ercentages, when researchers cornered infant and neonatal 
death r«tes for each weight category (e.£., 1500-2000 grams, 
2000-2500 grams) rather. than for all LBW categories combined, 
they found that babies of the same v«ight, on the average, had 
lower death rates in'the U.S. than in Norway and Sweden. 5 

This result/ Indicates that the United States saves LBW 
babies on a par with other countries. What Is also obvious is 
that ,this -country is not as good at preventing low birth weight. 
Am^*-ica'B International rank is not expected to Improve until 



2. I04t8 — . , 

3, 146j213.. — — 

4x— W9j15 . 

5. 47j990; 61tl232 . \_ 

The percentage of babies per hundred live births. Who 
weigh less than 5 1/2 pounds at birth. 



^ 1*7 

the low birth %Might rat« is reduced.!- 

one observer of the Swedish Wealth Care system states that 
"... a Compelling case c in he matte for some solid efforts to 
emulate the conprehensivenese of Swedish prenatal care and, 
education . , . "2 g^^en has put a high priority oi* makrng 
sure that its babies are born healthy, one reason for its 
enviable top world ranking. Swedish mothers are we' , educated: . 
'About the .value of prenatal care, receive free prenatal care, : 
which includes screening for ^^jL?^-r^sk pattentu, and free 
vitamin and mineral supplements. 3 

As Hein acknowledged, the United States is comparable 
with S%«den medically, economically, and technologically. 
"Perhaps it is time for us to find reasonable solutions tor 
bur perrnatal problems rather than acceptable excuses."^ 
"a . Factors which Influence Bijthweight 

Factors linked t^higher risks of low birth weight ares 
race (not white) ^^^ge of mother (less than Ip or greater than 
35), previous Loss of a fetus or infant, short interval between^ 
pregnancies, out-of-wedlock birth)' no pirenatal care, Sedqcational 
attainment oiC mother (risk decreases as educational status 
increases), maternal smoking and consum^ion of alcohol, poor, 
maternal nutrition, poverty, 6 gestational nge,''and 

1. 47 1990 ^ 

2. 110tl028 

3. 146x217 

4. 64 t 986 

5. 125x367-368 

6. 50x4 
7.. 72x7 
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%Might gain of the pregnant women. ^ " ^ 

'\lt i« difficult to eayvthat any one of theee factors 
directly causes LBW in babies, and consequently, higher infant ' 
death rates.- Not every malnourished mother has a low birth 
weight baby. Not every BlacX mother has. a low birth weight 
baby! Not every mother who has no prenatal care has a low , 
birth weight baby. But, statistically, i^ere one or more of 
these factors is present, the likelihood of low birth Weight 
incriiases. 

3. Race and Low Birth Weight 
Race is closely associated with low birth.:weight. A 
greater proportion of nonwhite infants than White infants weigh 
less than 5 1/2 pounds ai birth. 2 BlacX infants are about two- 
and one-half times as likely as whits infants to be of very low 
birth weight (under 1500- grams) and two times as- likely to be 
of low birth weight (uhder 2500 grams) . 3ln one classic study 
of New York births,, differences in birthweight accounted f or . ■ 
virtually the%Qtire excels of the perinatal death rate of non- 
whites over JthAt of whites (ah excess, of 69%). 5 

. Nationwide between 1972 and 1974, the Black low birth weight 
rate (13.'3%) was 107% higher'than theowhite LEW rate (6. 4%). 5 
In»l980 whites gave birth to underweight babies at a rate of 
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5.7. For thm same year, the rate for Blacks was 12.5. Thus, 
the Black low birth weight rate climbed to 119% higher than 
the white rate.l- 

Figures from ^he Zx>s Angeles County Health Systems Agency 
show that planning areas with the highest concentrations of 
minorities also have the highest LOW rates, neonatal death 
rates, and infant death rates. ^ 

• Pid&lic Advocate_s Finding. - Race and Low Birthweight 
Public Advocate, collected low birth weight data trom . 
32 cities by race for the year. 1978-81. l^ta from 1982-83 
w^uld be uwful in determining a clear pattern. Prom the data 
available, however, it 1. apparent that there ha. been no 
decreaM in the incidence of low birth weight particularly 
among Black infant.. 

.Like the IMR stati.tic, the. data collected in the 
Public Advocati»« Siirvey reveal that the Black low birth 
weight rate (LBWR) i. nearly double the white rat!e, 
TABLE D 

Advocate. Survey of LBWR of 3^ Citie. * 



Year 

.1978- 
1979 
1980 
1981 



White LBWR 

6.8 
6.7 
6.8 



BLAQCiaWR ^ 
13.03 
13.13 
12.78 
13.08 



% Higher for 81ac)cs 
than White. 

94% / 

'94% 

90% 

92% 



1. 102i24 ' 

2, 87x9. 

* . For li.t of 32 citie. m. single a.teri.k cities in Appendix. 
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It is disturbing to not* that While th«^ White l^MKm 
remained fairly constant, the gap iWtween %Aites and Blacks 
widened in 1981 after narrowing fr<4m 1979 to 1980, 

Cities that expe-rienced wide/ disparities in the IHRs 
between Blacks and.Whites tende^ to also show largs differences 
in LBWRs- These included. Washington. D-C- / Cleveland. Memphis 
and Detroit, -H complete comparieon is not possible because many 
cities that provided IMR data could not proiuce LBWR data 
broken doim by race. 

It is interesting to note that of the 32 cities 
studied. 47% showed increases in the incidence of low 
birth weight of Blacks from 1980-81. This again may be 
the beginning of a trend that could have serious 
implicatiens for. future infant .mortality arKl morbidity. 

The most disturbing data uncovered by the Public 
Advocates survey were the percentages of very low birth 
weight (VLBW) babies, those born weighing between 500 
to 1500 grams (or approximately Impound and .6 ounces 
to 3 pounds and 4 ounces). These findings are displayed^" 
in Table E below. . ^' 

TABLE E 

PMfalic Advocates Survey of VLB W Ratei for 7 Cities* 

%HIGHER FOR BLACKS 

YEAR WHITE U VLBW BLACK % VLBW THAN WHITES 

1979 1.3% 2-5% 86% 



♦ For liet of 7 cities see double' asterisk cities in Appendix. 
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( Table E Continued ) 

1.2% 2.47% 105% 

1981 ^ 1.17% 2.72% ^ 132% 

Data for 197& wore excluded due to an extremely small 
eample; data £ox| 1979, 1980 and 1981 vere based on 7 cities. 
Coo^risons of yjsars are useful even thou^ only a 
small nuaftMr of 'cities was studied. The dat^ show that 
i4>ites experienced a decline in the nuniber of VLBW infants ^ 
^ile their Blacic counterparts experienced an increase. 
Moreover, the 9ap between Bli^s and lAiites seems to be rising 
at an acoeaeratei pace. ' In 1979, Blabk women gave birth to VL»f 
babies at a rate jthat wi^s 92% hi^r than that for'yiiite women. 
By 1981, that rate had increased to >32%. That means that the 
gap increased almost 50% within a sp^n of only three years. 

This tr^nia is particularly disturbing because VLBH t>^bies 
are the ones thatjpose Uie nost: serious risk of death. They 
also require, the ^eatevt ifxpense due to a high likelihood of 
rehospitalixation and future medical problems. It is discouragici^ 
to report that rather than obecrrving inqprovements for these ^ 
high risk infants, the record shows movement tMckwards. 

: l«*ck of Prenatal Care and Low Birth Weight • 
The i^anoes of. having a low birthweight t>aby are three times 
as great i4Mn an exjgectant mother receives no prenatal care.l 
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rtm a>anoe« for low birth weight— and perhap. <laath-ira also 
graatar than normal if the pranatal cara i. not aarly, regular, 
and of high quali-ty,^ 

In one study, infant death ratea went up as the nuwber of 
prenatal visit, went down.2 Another .tudy concluded that infant, 
born to women Who had five or fewer prenatal vi.it. had five 
time, the neonatal mortality (under 28 day.) of infant, born to 
n %rtio had .ix or more vi.it., 3 
Although SlacX mother, are more liXely to have low birth- 
right babie., they are la.. liXely than White mother, to get 
•any prenatal care (Table 1?)- In 1978/ on^-fourth of all 
pregnant American women did not receive prenatal care, in the 
crucial first three month. <f*r.t trime.ter) . of pregnancy. Qna- 
fifth of these women began prenatal carein the last (third) 
trimester, or received no prenatal care. Predictably, twice a. , 
«any BlacX mother. (9.3%) as White mother. <4.5%) wire ir^^his 
iast category of very late or no prenatal care.-* 

In 1980, 77.3% of White women received prenatal 
in the first^ tifimester as c<«pared to 60.4% of BlacX Wn. 

Racial disparities in low. birth weight rat*- occur even 
•„«ng babies Whose mothers receive rio prenatal care. ^ study of 
35,871 U.S. babies found that the ^oj^^birth weight rate was 
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15.3% onong ^ite OM^tlMrs Mho had no prenatal car«. rhm low^ 

birth rate for Black babiaa Whoaa nothara had no pr^tal ewe- 

tMa 2S.7%«^or 68% higher. 1 

Table P below ahows the national patterna of prenatal 

care for aelected yeara 1970-1980. Conaia'tent with other 

data preaented* Black %fonen are twice aa likely aa white 

wonen to receive poor prenatal care.*< 

TABLE, P . 

TRIMBSTSR PRE^TM, CARE BBOAN« BY RACE, 
1970,-1974/ 197B and 1980 — UNITED STATE8 



Prenatal Care Began ' 

Pirst Ttiaeater 
(firat three aontha)i 



1970 1974 1978 1980^ 



44.4% 53.9% 60.2% 60.4% 
72.i% 75.9% 78.2% 77,3% 

Third Ttiiaeater 
(la at three nontha) or 
1/ No Prenatal Caret * 

^ ""cJ^ 16.6% 11.4% 9,3% ^,5% 

i' White 6.2% 5.1%, 4,5% 4.1% 

23 Sources LBBS, Health, United Statea, 19BS . p. 77, Table 24, 

* Public Advocatea Pindinge - prenatal Care 
22 public Advocatea attempted to collect data on prenatal care 

•23 from all of th«i citiea for which IMR data were collected, Statia- 
tica on prenatal care brofcen down by ethnicity and race, however. 
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%^r« found in 'only 6 cities.. lhu«, conclusion* based on these 
findings nay not be definitive. NonethelessV «-ccview of th»— ' 
findings does. reveal certain patterns. 

Por the six cities reporting prenatal care by race, there was 
a slight decrease for 1978 to 1981 in the percent of Black 
and White women receiving first trimester prenataf care. For the 
same period, there .was also a slight increase in the percent of wo- 
men receiving no prenatal care'; See Table G, below» 

TABLE G ^ ' 

First Trimester Care For 6 Cities * ✓ 



YEAR 
1978 
1981 

1976 
1981 



>No Care 



WHITE - 
> 78.3% 
74.7% 



White 
1.34% 

. 1.39% 



BLACK 
62.8% 
61^0% 



Black 

't:55% 

2.67% 



• Again, these data, based on a smaller than desirable sample 
are not conclusive? but they do indicate that A pattern might 
he developing, a pattern that would have a detrimental impact on 
America's health. 

. 5. Teenagers and Low Birth Weight . 
Babies born to teenage mothers are more likely to be of 
low^birt^^ight,! and to die in their first year of life2 than 



1. 136125 • 

>* Fo? list of 6 cities we quadruple asterisk cities in Appendix. 



155 



1 

n 



3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
U 
15 
U 
17 
18 
19 
20 
71 
22 
23 
24 
25 
26 



bablM born to tpothmru over age 20. Mothers aged 15 and younger 
are twice as likeXy to have low birth weight babies as ' 
are moUiers aged 20 to 24. Even mothers aged 19 have LBW rates 
27% higher than those who wait until their early twenties.! 

Black mothers are' more likely than white mothers to give 
birth before age 18,2 ^ almost 8 times more likely to be 
under age 15 j 3 wh4ph means that Black mothers have roo^e 
births at an age which correlates with the highest percentage 
of LBW babies. 4 Black teenagers are also more likely than 
White teenagers to have a baby.^ ^ L l 

The high incidence of LBW babies among teenage mothers may 
be due to the "double disadvontAiqe" of being immature physically 
and living at or near the poverty level. Families headed by 
young mothers are seven times more likely to be living below 
the poverty level than other fam^ies.6 in 1975, $4.7 billion 
in federal welfare payments went to support mothers Who had 
given birth as teenagers. 7 a higher, percentage of Black 
infants than vAiite infants are born to unmarried teenagers, 
vAiich also increases the incidence of LBW.^ 
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rtum Xow»r birth weights of 1>abies born to teenag* mothers 
contributes to hi^r neonatal (under 28 .days) mortality rates, 
(BMR). Babies weighing 5 1/2 lbs. or leas (LBW) born to teenage 
mothers had a HMR of 111-4 per 1,000 live births, while the NNR 
was only 2.4 per 1,0^0 live births vAiere the infant weighed 
more than 5 1/2 lbs-1 V 
a. ^Teenage pregnancies — statistics 
In 1978, there were over one million teenage pregnancies. ^ 
Seventyrfour percent (847,000) were unintended3 and almost 40 
percent (4i4vO0O) ended in abortion-* More than one out of 
every 10 teenage women gets pregnant each year, and the propor- 
tion is rising. 5 In 1978V->teenagers were responsible for almost 
one-sixtii of all live births in "the^Onited States.* 

In the mid-to-late 1970s, the Onite^TStates teenage birth 
ratk was higher than the rates for 29 other countr^^a^including 
Singapore, Malaysia, Tunisia, and the Philippines. The U.S^^ ^ 
rate is more than three times the rajte for the £k>viet Union, 
And about the same as the rate for Italy and Thajilahd.'^ 
b-> Teenage pregnancies — outlook 
Despite the enormity of the problem of teenage pregnan- 
cies' in America, only four out of every 10 teenagers . receive 
information about reproduction in the schools; only three out 
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of 3,0 t«enaw«rra learn about contracf^ptlon.^ Thm Select Panel ' 
for the Proittotior; . f Child Health found that although the 
prqpbrtlon of 15 to 19 year-old women Who had engaged in pre- 
marital sex iccrisAeed from 30% to. 50% (1971-1979), more than 
one-quarter of «:heGc teenagers had never . sed contraceptivee , 
and close to two- thirds of thir. group becaae pregnant ,2 

Once a teenager becomee pregnant, ehr* is less liXely than 
other pregnant wonen to get the early, high-quality prenatal 
care which could avert many of the damaging health conssquences 
of sarly childbirth. Mothers under age 15 are. 2 1/2 tii^e more 
likely than mothere age 20-24 to get no prenatal care irii1;he 
first trimeeter (firet three roonthe) of pregnan<^, and nJ^ly 
four timee ae likely not to get any care or to delay care until 
the last, trimester* Mothers 15 - 17 are t%d.ce ae likely ae 
those age 20-24 to get no care in the firet trimester artd to 
have no prenatal care or none until the laet trimester. 3 
* PPblic Vvocates ' Findings - Teen' Pregnancy 

The Survey revealed that for the 13 citiee reporting 
teenage 'Pregnancy data by race, the incidence of teenage* t>reg- 
rancy is falling for both Whites and Dlacks. While these 
figure e may seem encouraging, the raw figuree are not.- In 
1981, the year for %Aiich the eurvey population ehowed the 
lowsst percentage of teenage pregnanciee, the Survey revealed 
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that 26,505 babb^ were born to Black mothers between the agaa 
of 15-19. In contxW^, 11,452 babiea %iere born to white 
Bothers in the same age group. 

In addition, the disparity between Black and i^ite teenage 
pregnancy rates aeem to be increasing Am ig7B, the Black rate 
was 1071 hi^r than the white rate of teen pregnancy. After 
falling to iool in 19B0, the gap increased in 19B1 to llBl higher 
aanpng Blacks than %*iites. - These figures are shown in Table H 
below. 

TKBLE H . 
Teenage Pregnancy « Mothers Age 15->19 For 13 Cities*. 



YEAR 
197B 
1979 
19B0 
19 Bl 



1 VfHITB TEEN 
" PREGMAMCY 

131 

121 

131 / 
111 



1 BLACK TEEN 
PREGNANCY 

271 

261 

261 

241 



IHIGHBR FOR BLACKS 
THAN WHITES 

1071 

1161 

1001 

llBl 



Perhaps the most troubling data analysed in the^^^jp»«'T5E teen 
pregMnci0s is that for mothers under the agff^l^- Though a , 
"dicte JLb may be detected for Whites and^ Blacks in this age \ 

group, the incidence of teenage pregnancy for Blacks (in;_„ ^ 

1979) was 11 times higher than for Whites. In 19B0, the 
Black rate 'decre'ased to 4 times the rate of %A&ites but increased 
to six tiiws the White rate in 19B1. As in the dhta for teens 
in rtmhi^r-^ge group, theae raw figures reveal the startling 
dimenkions^of. the teenage-pregnancy^ problem. In 19B1, for the 



• For list of 13 cities see triple asterisk cities in Appendix. 



13,citlM'«tudi«d, While 122 ^ite mothers under tlje'^ge of 15 
9«v» birth to b^iee, 1^021 Black mothers in the nim age group 
gave birth. Thm outlook ^1: these young mothers. Who ha^ noi 
completed their education and yho. are withoift means of finan- 
*cial security, is not promising, •» 
6. Poverty and i£w BigU* Weight 
There is a clear relationship between poverty and low 
birth weight babies,! and between poverty and higher risk of 
infant death, 2 ^ 

infant death rates in 50 states and the District of Columi?ia 
were found to be hi^er in areas Where higher percentage of * 
the population lived below the poverty level. 3 Michigan, a 

state Which from 1980 .to 1981 experienced one of the greatest 
yearly increases in infant deaths since Wortd War II, the Department 
of Health concluded that thp rise in iMRs was consistent with poor 
economic condition^ high unemployment rates, and unprecedented 
cutbacks in social services. 4 -The poor, irrespective of 
race, experience a hig>»er low birth weight rate because of the 
interactive effects of poor housing, diet, medicaf care and 
related factors. 

Many of the. factors which are linked to low^blrth weight— * 
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2. 43x858 

3. 52a t29 
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poor matsrnal nutrition,- low •ducational l*v»l, rac« nonv*iit«, 
t««nag« pr«gnancie«. and um#«d ,radtlM?ir«--are rtore predominant in 
poorer cowmunitiea. "Put *imply> poorer mother, have eraaller 
babies, and emaller babiee are at, higher riek of early de^ith*"! 

Thie may be one reason *rt»y Mississippi, one of vthe poorest 
stages in the country, has for so many years ranged" among the . 
states with the highest Infant death. rates. 

Poverty exerts such overwhelming pressure on mothers and 
infants, especially Black -fnf ants, that one child health spe- c 
cialist warnedi "It should be noted At the outset that perhaps 
the most important reform. [to redMce] infant mortality is the 
eradication of /poverty and discrimination- in America* The 
refashioning and improving of existing programs^ f or the poor 
are only •interim' solutions."* > ' 

While petitioners agree that the eradication ',of poverty 
would most effectively 'teduce current high infaivt mortality 
rates, there are known solutions Which although interim could,' 
drastically reduce the current infant death .rates now. 
// ^ ■ 

// . ... ■ 

//. V , . . / , ' ' . , 

II 

II ' - 

//. - . • • ^ 

/ 
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V. HIGH IWPANT MORTALITY HAS COHSISTEWTLY AND 
SUCCESSFULLY BEEN REDUCED THROUGH ADEQUATE 
PRENATAL CARE ? NO MAGIC WAND IS NEEDED 
— . JUST COMMITMENT - 
A. Introduction 

U.S. infant mortality rates have steadily decreased since 
thf ' arly 1900's. Improvements In sanitation and housing, 
declining fertility rates, expanded access to family planning 
services, better nutrition )ind health care, and advances in 

fdltial technr.logy have all enhanced an Infant's chances for 
survival. 

, Nonetheless, the U.S. still lags far behind other 
industrialized nations in reducing infant mortality to the few 
mediceliy unpreventable deaths* This troublesome disparity re- 
flpctB the persistent prevalence of low birth weight babies, 
which accounts for 'fully two-thirds of all U.S. Infant deaths.'- 
A recfent article publ^shed-in JAMA concluded: .unless' the 

I§ proportion of U.S. babies born at low birthweight is redur^d, 
19 the U.S. will likely retain its relatively poor international 
20. rank."2 

21 * ^ :>e4Blte this challenge, the U.S. health delivery system 
72 provides substantial- incentives for technological intervention 
23 vto save low birth w«dght babies while failing to prevent low 
24 
25 

1. 139.15 ^t 
26 .2 . 47 2990 
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birth weignt in the first place. Wot surprisingly Congress* 

1980 Select Panel addresses this failure i 

**Although improvement in survival among 
low birthweight infants has contributed 
a^great deal to reduction in infant, 
mortality* a decline in the incidence 
of low birthweight would resultin still 
lower mortality and morbidity, h 
balanced approach to prevention of 
low birthweight and .improvement iti 
survival ol loW^irthweight infants 
is clearly laquired tp assure continued 
improvement in infant health.** ^ 

Indeed, dependence on technology to save low birth weight 
• ' ti 

babies has gone jubt about as .far as it -can to reduce death and 

. , • I? 
illiiess rates, 2 Only the increased availability of pre- : ^ 

natal care to those mothers who predictably bear low birj^h 
weight babies'. low income vromen* minorities* teenagers — 
wilL fjurther reduce the U. is. infant mortality, rate. 

Prenatal care prevents a myrial of disabilities, illnesses 
and death. Universal availability of prenatal care, along with 
the. help of medical technology when needed, is a simple, cost- 
effective* .balanced and humane way of giving every newborn the 
healthiest start in life. 

B. Adequate ' Prenatal Care Hasfe Proven Successful in 

Increasing Birth Weights 

**The effectiveness of prenatal care in 
reducing, lov birthweight . . . has been 
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so iMlI dsnonstrated in various %#ell- 
controlled studies that even- ths most 
slceptical reviewsrs of the health ser-> 
vices literature would agree that this 
form of prsventive car^ is. one of our 
most valuable in promoting child health." 1 



Evidence frnm other cpuntries demonstrates the strong • 

elationship bet\#een widespread availability <of quality prenatal 

r« and the birth of fewer underweight babies. In Sweden, 

|or example, comprehensive prenatal care is uniformly of high 

uality and available to all. Between 1970 and 1976, when the 

1/ 

.S. low birth weight was 7%, S%Mden*s was 4.1%. This includes 
ibiea born to Sweden's growing immigrant population^Which 
c(^nstitutes nearly 10% of the births. 

Whsn U.S. pedi^ricians at the recent U.S.-<lhina 
Jc int. Health Committee meeting suggested a cooperative 
stLidy of the low birth weight issue, the Chinese "indicated 
thkt they sinq|>ly did not'have enough of that problem to merit ' 
study." In China, "every effort is made ^hro*ugh nutrition, 
social support, medical care and other means to as&ure a mature, 
heajlthy infant and mother. "^ 

Many of the techniques that have worked so %m11 in other 
cou^ktries have been' used in the U.£. with equally positive 
resiilts. For example t a ^ "* 

— K Maternal' and Infant Care (MIC) project; in New York 
City reduced the rate of low birth weight infants 
from 21.9% to 15.6% in only two years. ^ 
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— low.birth >»i9iht^ 

Cl«v»l«nd, Ohio MIC project wai 11 7% ; cq»^ 
^ 14% for tho«a born to a co(Bi>ar«bU ; groiip o£ Mommh Who , 
fmv not in th« program. , Th« program «l»o reducad acWil 
drop-out rataa aftar dalivary and d«cria»«d th« 
sxibssquent pregnancy rata from 7.9 to 3.5%. ^ ^ 
— - In 1973, th« St. Paul, Minnaaota MIC program bagan a . 
ccoprahanalve pranatal achool-baaad clinic for taana, 
13-18 yaara old. Ix)w birth %#eight infanta *#ara born 
to 5,5% of thoaa mothara compared to 13.9% in a 
conpar«ibla group of taana racaiving cara in a non- 
school MIC clinic. 2 t 

— In 1972, a nuraa miiSwifary program waa aatabliahod in a 
four-county araa of rural Oaorgia to provid«i pranatal 
cara to low-incoma vroman Who had no private phyaician. ^ 
The program' nearly halved the incidence of low birth" 
weight in that region: from 24% to 13.8%. 3 

— The obatetrical Acceaa project in California provided 
conp^enaiva prajpatal, delivery and poatpartum care -to, 
%«inen in thirteen underaervedcountiea from, 1979-1982, 
preliminary data for the project'a- f Ixat V««ra -how jthat; 
OB Acoaaa patianta had half the incidence, of LBW ca^r^ 



131 I 155 

6i33 
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to a|inatc*«d group of M«di-Cal p«tl«nt» (3.9% v. 7.31). 
StrlKlng dlffttr«nces wlr* found anoag OB access pat l«nts 
in direct r»lationJ to the amount of care received.v LiBW ■ 
rates were substantially lower f^r women %#ho began prer - 
*natal care in the first- triwe^r, as vwll as for those 
%fho received the full pacX^^ of ccwprehenaive services ; 
(2.8%) compared to thosci ilAio only had a partial package 

(7:2%). 1. / i_ [ ■ \ , ' 

— Lincoln Hospital located in the inpoverishisd South Bronx 
established; a special clinic with MIC funds to provide 

' comprehensive,; familyrcente red prenatal care for Hispanic 
and Black; teenagers. In the first year of the pro- 
gram, LBH was cut by two-thirds, from 18.1% in 1976 
to 6.'3% ;in: 1977.: 2 '.-'.',','. [. [_ \ ^ ^ : 

— 8u Ciinica Familiar, a migrant primary health care ' 
clinic, was established in 1972 in tK^ Texas Rio Gran<!ta 
Valley.. The clinic offers culturally sensitivef ^ 
conprehensive perinatal health care to its^ predominantly 
Mexican-American clientele. Olie incidence . of LBH among 
clinic- deliveries was 4.4%. Olie rate of premature 
births was 3.5%, contrasted to 7.6% for all births in 
Texas, and 7.4% for the U.S. in"" 1976.3^ 
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California |^hq« lian proyidinjg icowprahaniiyt clinical, 1 ; < ; 
puttaa^i^nd:,aun(Jort •aaryicaa Vp riofw' incoiB«*,;^ragnant';'r ; 
ikwian an^l; their 

197«, A bac jnOjer W82 raport evaluating :t^^ree years of . 
^the prograrn found tli t for OPH patiente Who had ten * 
or more priB<^tdl vieita^^-the LBW rate was 3%; for 
• those *dth.5;-9 visits, 10,l%j and for less than five 
I Visits, the 1^ rate was 12,4%, There was a 1*3,6 

gre» increaiie in birth weight for each prenatal visit . ^ 
Tlwse^W t)ut -a^^eweSsaiBiaes of 'the hundreds of jprojects 
which have demonstrated prenatal care's power r I capebility to 
reduce low; birth weights. . M >^ 

C> Prenatal Care AHO He3ps Prevent Mental*r 
aetardation and Other Disabilities 
Mehtal retardation is highly associated with prematurity 
and I6%t birth; weight. LBW babies bear an increased riaX of 
cereb'raUpalsy; deafness, meht I handicap, epilepsy^ autism, 
congeni^:^' r^lformation, as well as less severe handicaps 
Xnown 'a«i.^.M^.-^ ^ -Ain dys-mction^-^WoBieiT at highest rir.-. of 
bearing <«)il£Allv retarded children are youjiger than 16. :.lder 
thfln e;ir tcMnSrftqci' »ly nourished during pregnancy, obt ..n pooi^ 
OK r trc*tin*«i; or re, and have few economic reiiource A 



2. 'i'^S^^O 



I. 



167 



1 

2 
3 
4 
5 
6 
7 
8 
9 

11 
■12 
13 
14 
15 
16 
17 
18 
19 
20 

■V \ 

» 

I. 

26 



PiihRXcrjnt KoRiMdy*** Ccammittatt on Mental Retardation v 
concI^^V- • that at least fifty percent of nental retardation 
orit^Unaojs prerv^tally or just around birth and could be prevented 
by infvc;^^d maternal and infant care alone. 1- In eddltion, 

: rece7.;.).v c'eveloped nedicel technology not commonly evailable 
%il>en t\m Kennedy Conunlttee convened further enhances the 
prev.,>'.ive capability of prenatal care. Tests can detect 
99Aej;i'- abnormalities su^h as Down's Syndrome (responsible 

xfor nearXy 30% of all ^strvvr^-ly retarded children in the 
"!.8i. Wejitsrh durope^)/'^ fickle-cell anemia (primarily 
af:?^'. Lfng BXiccksir/''>eural tube defects (spina bifida, e condi- 
i?on oif spinal cofii r-dfects), and anencephaly (a condition 
%i|hore iiii* feti^ c^a no skull). 

i T'^TTin^T f *'«^^«i.Tition of retardation end disability, t^n, 
r«r-; i^;-e to inh^.^ccfr eva liability o£ comprehensive prenatal care. 3 
D. j mhat Ci?i*,stAt4^!res Comprehensive Prenatal Care? * 

The s .>c^7«(^j•^ul programs mentioned above all' provJ.de compr^- 
hcnsiv^ir 2.x*^T^tal cere.! These services include cllnicel checks 
^nd" Jlfil>oret9ry testa, nutritional aesesement and couneellng, 
Ti«al::h 4r> 'cation, childbirth preparetion, peychological 
cc/aselln^, apd education in breastfeeding end family planning. 
> comprehensive approach promotes optimum physical and emotional 
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ii*ii-b«ing durin9 pregnancy-, provides parsonftlicJia «ducation 
and counaelingi datacta, treat a and iponitora any condition that 
could endanger life or threaten ^the health o£. either the 
pregnant *«man or fetue, nonitore fetal well-being and'growth, 
and preparie the Woman for labor, delivery and care of her newborn 

' compreheneive prenatal care ie usually provided by one or 
ssveral health cai^e. practitioners vrorking aa a team %dth a 
physician including nurss-roidwivee. nuree pract^tionere. public 
health liuries, phyLician' a assistante, nutritioniete, health 
educators and social workers* These practitioner eenphaeiErf 
prevention and" education. ' IC^deally. they are culturally sensi- 
tive, bilingual WhJn appropriate; and reapectful of cliente and 
their needs. TBiey jprovide' luaple tine to liste^>*e-^ndivi- - 
dual patient's qoncerns, anawer questiona and make timely 
■referrals to ot)»er ^ractitio^wrs or specialiata When neeeaaary.* 
1 • Ti»i»q of prenatal care 
The firat prei^tal viait should be made within the firat 
three montha of prignaTicy. ' For healthy/ t«jrmal >i^ prenatal 
appointments nre j^neralfy scheduled on a monthly baais through 
the eeventh mbnt/, every, two weeks durin#^e ei^th month, and 
once a week ij/ths ninth month of prsgnancy. . 



• Acci>rdingito" the National ABajulatory-Hedical Care^^^ 

«5 «t-««2Li GAre visits in privets physicians* offices involve<i 
i?n^s^r Us!, and%9l invomd 10 minutes or Isss.; - 
{iTrs'iSS^i-S iiiSISil iSunseling: in 251 of the visit. a«id 
nutrition counMllng In 141. 138 I . 
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2, ^ Clinical Prenatal Care . 
The flr.t prenatal vl.lt Includes taking a complete medical 
history ot the pregnant woman and her family, a Pap smear, 
«V gonorrheal culture (gonorrhea can cause blindness. If present 
>n the birth canal during delivery), a pelvlo.e»am, blood 
pressure and diagnostic laboratory tests. Three-quarters of 
the factors, that lead to^"l<iw birth weight can be evaluated In 
the first visit and appropriate intervention such as nutrition 
counseling, can begin early to, reduce risks, ^ 

Prenatal visits- routinely include blood pressure checks 
and blood*and.urine^*i«b tests to screen for a variety of con- 
ditions which,. if. left undetected and untreated, can causa 
major problems to the woi^W and fetus before,' during and after 
birth. 



♦ Blood tests detect anemia (a cause of low birth weiahti) 
rubella (causes birth defects, such as heart diSeaJ^ Iiaf;Uss 
and^mentaliretarditipn if contract:e<| in the first tJimes?e?) 
syphiUis : (deformities, prematui-ity" fetal death), arTSh 

fSSi?: i^^Sr'J^io^Tj"'""*" '•"'^ Heart faiJl;;;,'jJlf5blrth, 
severe anemia, deformity or mental retardation if an Rh negative 

*^ positive fetus, has not been property 
^•SS?inriS:?!r ^-^^^ .'^^ould blood mlxlng'^ocrur before 

I fro,!i?*x^^*'! ^^j^nnine «ce««ive sugar (diabetes), protein 

21 j (toxemia), and urinary tract infections. About 60% of x all ' 
I cases of urinary tract infections (kidney or bladder) can be 

22 prevented through early detection, 2 Untreated, thS inlSStiSii 

23 iSr^!?ft J ^> likelihood of pre«at5re birth and perinata? 

I I^fi? f^?' Maternal and tnfant Care Projict, Qrinary • 

1 infections occurred more than twice as often in the 

24 cosqrtirlson group as in the study group. ,3 m cne 

25 : 1, 138tl65 . 

2, 101j216' 
26 3, 6»34 
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>r«gn4nt woman Who hav* littU or no prenatal cara of tan 
auf far from anemia and toxania, t%fo conditiona commonly ralatad 
to LBW and onaa aaally datactad through routina. blood and urina 
taata. Tha most fraquantly raportad ri»X fpr %MXMn in tha , : 
California Obatatrical Accaaa Projact,, for axampla, waa anamia,^ 
Sinca graataf damands ara mada on tha blood aupply during 
pragnaney, anamia, a ^orm of iron dafici'ancy* ia fairly ccmnon. 
Although all iroman ara prona to anamia and may raquira additional 
iron during pragnancy, ' low i'ncoroa woman %«ho have cloaaly apacad 
pragnanciaa or improper diat ara a.t hi^aat riaK«2 Many, of 
thasa %raman ara already anemic before pregniincy and navar catch 
up When, they become pregnant. If left untreated, aavere i^on,.. _; 
deficiency anemia can reault. Thia condition ia aaaociated 
with incraaead LBW, einoe the baby doe a not receive sufficient . 
nouriahaent* < 

Anamia can eaaily be controlled with good prenatal care, 
iron supplementation and fooda rich in protein,, vitamina and 
iron. Thia waa recently demonatrated by the Oakland Perinatal 
Health Project. Qf the prenatal clienta Who had a low 
hematocrit acora (a measure of the relative amounts of iron in 
tha blood Which carry oxygen to all calla in the body) at their 
firat prenatal viait, 91.7% had a healthy rating by their final 
visit. 3 
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Toxeraitf occurs only in human pregnancies. Rarefy seen 
befote the 24th to sSth week, toxemia is characterieed by high 
biood pressure (hypertension), protein in the urine, and swelling. 
About 71 of pregnanf^ women, in the'u.S. develop toxemia. 1 I£ 
not treated, it can progress to ite'raost severe £orm^ eclai^sia, * 
causing maternal convulsions and coma, which can result in 
permanent disability or death for mother and infant. Toxemia 
is most prevalent among 16w income %fomen who do not have access 
to adequate prenatal care 1 2 Diabetic, hypertensive , adolescent 
vfomen, those carrying more than one. baby, or Who suffer from 
poor nutrition and stress, are especially prone to developing 
toxemia, *rhis {pondition contributes to LBH infants, whose growth 
is retarded because the plkcenta is unable to provide sufficient 
circulation to the fetus. High quality prenatal care, good 
nutrition and adequate rest are the best w^ye to prevent toxemia. 
Kn MIC Project for teenagers in Minnesota found the toxemia rate 
for adolescents in the etudy group to, be 11.11 while the rate 
tfor those in the comparison group %ni8 16.71.3 

Diabetic mothers tend to have either very large 
or very small babies which are at increased risk of perinatal 
death, usually from serious t^es^iiratory problems, cne of the 
most life-threatening complications in LBH infarits. These 
risks, too, can be greatly reduced with early, continuous. 
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ecnpr«h«nsiv« cant, insulin and diat* 

E, Additional Cowponanta of Comprahan»iva Pranatal Cara 

Contribute .Significantly to Improving Pregnancy Outcowe. 
* " 1» Nutrition 

The health of an infant at birth reflects the nutritional 
status of the mother before and during pregnancy* Recently, 
the role of adequate maternal nutrition has undargone"1^onsiderai>le 
scrutiny. Many health experts now concur that the quality and 
quantity of focJ consufood during pregnancy Is critically • 
important, particularly for low income %ramen %rtio have few. 
resources and possibly a lifetime of poor nutrition.^ 

t 

Infant birth wei^t is significantly affected by the mother's 
%«ight before pregnancy, weight <gained during pregnancy, and 
^e age of the baby at birth. 2 Pully one-third of LEW in the 
0.8. is believed to result from retarded fetal growth during . 
pregnancy^^ Poot nutrition accounts for at least 57* of LBW in 
Black newborns.* Nutritional deficiencies in"pregnancy are also ^ 
related to increased vulnerability to illness, anemia and 
mental retardation. 

ever the last 35 years, various food supplement programs 
have demonstrated that in^roved nutrition malces a big 
difference. In 1948, the Montreal Diet Dispensary began providing 



1. 67il 

2. 72i7,8 

3. 127i31 

4. 65i347 



175 



ERIC 



173 



1 

2 
3 
4 
5 
6 
7. 

" e 

9 
10 

^1 
12 




milk, eggs and oranges to low Incom i^omen regUtcrIng 
prenatal care in public Clinics. Of ^^[^i^^SSrTIcIp 
1963 to 1972, 80% of tl^e worfen suffered* from poor nutritidnal 
status When enrolled^ and '25% were underweight by 5% or, mo? 
when they became pregnant. Si^ificant increases in birth 
weight ffor all women considered to >be at special risk (teene, 
underweight and overweight women) were achieved. Purthermore^ 
the earlier the 4n.tsrvention began, the better ^s af2sdt on 

birth wcigjkt. The rats of LBW for mothers in the program for 

0 • • • 

1-12 weeks was 9,8%, compared iLo 4.07% for women who received 
supplementation over ^0 weeks. Wens in the program had a iaw 
rate of 3,3% contrasted to 10% -in a comparable group that did 
13^ not receive food supplements. Perinatal mortality dropped from 
H 26.6 to 8.3/1000 live births. The raie of developmentally 

disabled infants born was J.ower than ths a^wirage for all of > 
^Tapada. Ttiiu program was one of the first to demonstrate hpw 
the poverty cycle can be broken and the effects of previous 
18 poor pregnancies mitigated.^- 

1? In the U.S-. , the Women, Infants and Children (HIC) food 

supplement program was authorised toy Congress in 1972. Modeled 
.2^. after the Montreal Diet Dispensary progr:am, NIC provider food 
22 and nutrition education to low income, pregnant and nursing 
23 
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n^ infants and children up to a9« flve.^ WIC *ttempta to 

reach thoee in(y.viduala Who, becaur' of inadeqoat* nutrition, 

face an increased risk of conplications during pregnancy or 

poor fetal gro%*th and development. WIC's goal is to decrease 

the rate of'^LBW infants who require hospitalization in costly 

neonatal intensive care united By 1977, WIC was serving over 

one million %#oroen, infants and children at>an annual cost of 

about ^$423- per t>arttcipant. ' o c\ 

Evaluations of the. WIC program establish incontrovex . j 

its cost-effective, successful role in preventive healt)i ca ' 

"In Michigan, 30> percent of the high risX 
%romen ware anemic before they cane into 
t>ie".nc program. After participation, the 
figure was six percent . w . . In the 
Pennsylvania WIC program, the infant death 
rate was IQ.6% before participation ... 
it was M'ro after participation. Premature 
birth rates decreased from 42.8 to 1.6 per- ^ 
cent. And pregnancies with complications 
' . were reduced from 30 to 17.6 percent*. 2 

Sit WIC sites and thr«te no^-WIC sites in Massachusetts 

were studied bet%Men 1973-78 by the Harvard University School 

of Public Health'. Information-was collected on a total of 1328 

pregnant women, 918 WlC and 410 Aon-WIC participants. The LBW 

fate'^for WIC babies was 3.4%, cocppared to 14.6% Cor non-WIC 

infanta. 3 Further , birth weight improved with each additional 
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nonth. of food vouchers. The author 9 reportsd, **If the i.uil 
conp^ement of nine WIC vouchers were received by prenatal 
participants, birthweight %M>uId inr'case by eleven ounces. ''i 
The authors shoirad that for every dollar invented in the VfXC 
program* at least three were saved in later treatment costs. ^ 

Programs providing coropirehensive prenatal care to low 
income ^women routinely include nutrition evaluation, counselling 
and %rtien necessary referral to WIC vor other food supplement 
programs (e.£.-, food stamps). Tlie nutrition component of the 
California Obstetrical Access pilot project was so Successful 
(85% of the women in 'he prograr participated) that a recent 
cost-effectiveness evaluation of 'the program recommended ex- 
panding the Medi-Cal (Medicaid) obstetrical benefit package -to 
include nutrition* as well as other suppor t ^services. ^ 

I National health goals established toy the fedeiral governhient 
for 1990 include marlced improvement in the nutritional status 
of pregnant women' based on the assumption that ''current efforts 
to ensure an, adequate supply of food wil^l be continued' and 
extended (WIC and food stampa) 

2. Health Education 

Smoking, alcohol and use of drugs during pregnancy also 
affect low birth vwight, birth defects, retardation and 
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disability. , While many women ore quite receptive to practicing 
good health habits during pregnancy, many are unaware of the 
adverse consequences of smoking, .alcohol , and drugs. 
Comprehensive prenatal health education should coven smoking'; 
alcohol and drugs, as well as nutrition counseling, the 
physiological inspects of pregnancy, safe remedies for the 
di'scoinforts of pregnancy, counseling for stress, environmental 
hazards at home and in the vwrkplacc, breastfeeding -education, 
family planning including the importance of spacing births, 
and childbirth preparation. Ideally, educational sessions are 
scheduled to coincide with regular prenatal appointments, 
a. Smoking 

The U.S. Surgeon General reported in 1979 that the 
detrimental effects of smoving cigarettes during pregnancy 
include increased risk of spontaneous abortion, perinatal 
death, prematurity, low birth weight, shortened body length, 
smaller head size, and potential long term impairments in 
physicc^l growth, mental, development^ and deficiencies in be- 
*iavioral development in children at least up t8. eleven years of 
age,l Sfldden Infant Death Syndrome (SIDS) is also associated 
with maternal' smoking. 2 

Abundant evidence causally links maternal smoking to 
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low birth weight. Infants born to mothers who smoked during 
pregnancy weigh about *200 grams less than those born to wocnea 
"^who did not snl^ke. Fully 21-39% of the incidence of LBW is 
attributable t<!^ maternal smoking. 1 

The more a. woman smokes during pregnancy, the lower the 
birth weight of '^the newborn. Conversely, if a %#oman stops 
smoking at any time during pregnancy, the risk of delivering a 
lov birth weight Vaby becomes similar to that of a nonsmoker. 

Measured differently, an estimated 14% of all premature 
births in' the O.S.^are attributable to maternal smoking. 2 
These preterm birtli^s result from other complications o^ 
pregnancy, labor. a n^ delivery which increase directly and 
significantly as the\ level of maternal smoking increases. 3 

The poeaibilit^ W twrinatal death is increased by 20% 

amonsr smokers of less than, a pack a day; and 35% among bhose 

\ — ^ 

who smoke more than a pack a day.4- Perinatal death associated 

with ftaternal smoking involves fetai deaths due to oxygen 

dep»rivation, and neonatal deaths' due to prematurity and related 

respiratory complications. 
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T1 risks associated with maternal smoking are compounded 
by the :^fr.cts of poverty, prior perinat^^ deatu, l-poor \ 
riutrit status, anemia, 2 and lack of prenatal care, 

b. Alcohol 

Alcohui is the most commonly used drug in- the U.S. Not 
surprisingly, alcohol-related problems are among the 
nation's most serious healt>. problems.^ In light of growing 
evidence that intrauterine exposuVe ^o alcohol is a leading 
cause of birth defects and associated mental retardation,* 
the Ar.iericir. Medical Associatior officially recommended that 
rregnant women abstain from alcohol.^ 

Fetal damage due to alcohol occurs differently at' different 
stages of pregnancy: 

-Dur.ng the first trimester, alcohol may 
alter cell nembi.3nes and "the embryonic 
organiz&tic ; of the tissue. Throughout 
gestation, .rect effects of alcohol on 
the metabolism of carbohydrates, lipids, 
find protein probably retard cell growth * 
9nd division. Alcohol also interferes 
•vlth the active triinsport of amino acids 
across the placenta, reducing the availa- 
bility of essential nutrients to the'tetus 
. . ♦ The third trimester is the time 
of most rapid brain growth. . . . High • 
blood alcotol level concentrations during 
this perioc may impair central nervous 
system grovth and future intellectual . ^ 
and behavic|ral development**. ^ ° 
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Fetal alco vffects range from minor alterations io 
at one enU • fetal alcohol syndrofue** at the other 
These effects inclu . ¥ birth weight, ^prevMituri.ty, 3 
spontaneous abortion*^ tr.l c^istress and neonatal depres- 
sion, Sdevelopnental abnct- . ' it<-»8,6inental retardation, and 
behavioral and learning pro- • . ' ' /Vs */ith cinarette smoking, 
decreasing alcohol consumptiu;. j- • time, even in the third 
trimester, vdll significantly irf :.>iancea of having a 

^'Blthier baby. 8 

Once problems drinkers , ire" r ^vcj.* .^.-iro r! n health caro 
. : '•• health educators ski l-' - "n ^ ...cit • .cj v nf^i^Tnation 
can 'vlj: a role .in changing I«'4i-.;or.~ Dyory.ng i97«t-79, more 
thu- -,Wn were interviewed at BostC'^^ vlty Korpltal Wher 

tVy > ^ registered for pr- ^atal c«ire. y oraen vho reported 
hea/y wft^t Vlcohol were schetJul^d for ro'"n*r»ing sessions 

a 

%Ai.-m coircided with routine prenatal viuit*. Fifty-six 
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* One 'sti;dy fot*aid,that physicians are generally reluctant to 
ask prenatal patisnts about alcohol, because they Idck the 
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I I percsnt of the 39 women Who V: tended three or more sessions 
achieved abstinence or significantly moderated their drinking 



before the third trimester. Their newborns were coini>ared with 
infants, of motbei:s Who continued drilnking heavily throughout 
pregnancy. Improveraent in growth, meASured by birth weight/- 
height and ""vead 'sire was consistently associated with reduction 
of alcr^i use.^ 

c. Drugs 

Americans spend $5 billion every year on the morv^ than 
3S0,0CJ varieties of over-th«5-counter drugs. 2 The majc. .ty 
io£ .these ihave not been tested for safety and effectiveness by 

Ithe U.S. PocO and Drug'Administration, and drug manufacturers 

\ 

have not adequately determined the potential damaging effects 
of the>>e drugs oh maternal and fet^x health. Yet, thousands 
of f.Hese pioducts are used regularly to relieve the discomforts 
of pre^^inncy. 

S If-dias^rtos^ V and tret^-wont with ovei -the-countcr drugs 
is an unquest.-.vjned ^rt of U.S. lifestyfe. Unfortunately, 
t.Any pregn*!-.! women ara una%«r« that no drug , 4M.ther pre- 
scription''* ■■ nor: -pre r.i-^tion, has been p>:c > veii safe for a 
developing ietus,^ phe most ^-'-jnonly used non-proscription 
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drugs implicated in birth defects and other complications 
are aspirin (damage of kidney, liver, central nervous system, 
bleeding), acetaminophen, or non-aspirin (kidney and liver 
damage, anemia, fetal death from toxicity), antihistamines 
(cleft palate, limb deformities), barbiturates (newborn 
addiction and withdrawal, liver and brain damage, respiratory 
distress), and cold and cough medicines ( liver and bone marrow 
damage, blood clotting deficiencies) . 1 

The effects of .drugs taken during pregnancy depend in 
large part on when they are -taken, the. number and kind of 
drugs taken in combination, and the timespan during which they 
Mere taken. Fetal growth follows a specific developmental 
sequence. Since every part of the body has a critical formation 
period, anything that interferes with that process will result 
in arrested or deformed development. This wasVtragically seen 
during the' early 1960's when women %«ho took theVpoorly-tested 
drug Thalidomide to prevent napsea in the firatJLrimester gave 
birtK to nearly 6,000 limb-deformed infants. worldwide . 
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There are few studies «Aiich have isolated the effects of 
natal education on drugs, alcohol or smoking from. the other 
components of ^ealth education usually included in compre he thrive 
prenatal care. What is known, however, is that comprehensive 
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prenatal care haa ignif icantj.y reduced low birth weight, much 
o£ \i4iich -ia caused by use of drugs, alcohol and tobacco during 
preornancy. Moreover, as many hfealth practitionera can attest, 
once informed of hazards, pregnant women are frequently highly 
motivated to protect their fetuses, even if such protection 
mans changing lifelong habits which stubbornly persisted when 
only the mother's health, not her child's, was at stake. In 
addition to educating pregnant women, efforts to reduce drug, 
alcohol and tobacco use during pregnancy can be enhanced through 
heightened public awareness and increased popular support ^r 
the pregnant %«Mnan who changes her health habits ^ 
this critical tins. 
//^ 
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p. Und«r«erved Pregnant Woroen Must ^ 
Brought into the Health care System 

1. Women Who Are Most At Risk 
While for most women, pregnancy and childbirth^are a 
normal, healthy process, a tiwe of personal joy and sharing 
with families and friends, problems .do sometimes ariF Though 
potentially serious for mother, and child, they can usual ly be ' 
controlled if identified, treated and monitored early enough 
with prenatal care. At no other time^ then, is appropriate 
health care more important than in the nine months before birth. 

Unfortunately, the advantages of prenatal care are not 
shared equally by all pregnant women in the vls. In fact, the 
women who wciuld benefit most from early qualit?y prenatal care . 
often have the most difficult time obtaining it. Teenagers, 
low income, minority and^ undocumented women are those most 
liXely not to get needed health |isre, putting, them at greatest 
risX of hearing low birth weight Stoles vulnerable to illness, 
disability and death. 

The federal government has set 1990 as the. year in Which 
90% of all women in any county or racial or ethnic group should 
^gin prenatal care in the first trimester of pregnancy, i Tre- 
mendous progres , must be made in the next seven years to reach 
that goal. In 1978, 25% of pregnant women had ro prenatal care 
in the {irst trimester. 2 only 55% of American Indian women 
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began prenatal care in the first three months of pregnancy in 
1978. ^> In 1977, only 591 of California's Hispanic woraen who 
bore children %Mre able to obtain prenatal care in the first 
trimester. 2 And in 1979, while 79% of white women began prenatal 
care in the first triiDester, only 62% of Black women were able 
to obtain early care. 3 

In 1978, over half of all pregnant teenagers in the U.S. 
did not get prenatal care until the second trimester.* Teens 
are B»ore likely to cpnccal or deny being pregnant, be fearful 
of admitting to seitual activity, have stressful relationships 
with their families, become isolated, leave school, not under- 
stand the importance of early prenatal health care and not 
know Where to find services that are available.^ Although 
pregnant teens are general ly characterised as high risk and do 
have high complications rates, many of the risks associated 
with adolescent pregnancies can and have been greatly reduced 
with early prenatal care.^ -It is more the "social rather than^ 
the' biological aide of health care that places the pregnant 
teenager at riak."^ 

* The specific problems that constitute an "at risk" 
pregnancy for women with inadequate or no prenatal care include 



1. . 139tl8 

2. 95c 5 

3. 104t6 

4. 60iS9 

5. 21t52 

6. 21iS4 

7. 79il8 



; isv 



185 



1 

7 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
^4 
15 
16 
17 



23 
24 
25 



medical a« well as' socioeconomic and psychological factors. 
Untreated anemia or infections, short internals between preg- 
nancies, inadequate weight gain, poor nutritiop, smoking, 
misuse of alcohol and drugs, severe emotional problems, in- 
adequate income, chronic domestic violence,', and lack of . an ' ' 
emotional support system are but a.few examples of the factors 
that contribute to poor pregnancy results. %eing at risk, 
however, is by no means a static condition. Accessible, quality' 
prenatal care helps women \iO are'inltially at risk for medical, 
social, economic or psychological reasons to'becoip. low risk 
or even normal. 

2. BArriers to obtaining adequate prenatal care^ 
Among the major reasons low income and minority wpraeiTcfesi 
not qr are unable to obtain early prenatal care are an unaware- V 



ness of preventiive health care's importance, financial, uneven 
distribution of/primary health care providers, language and 
cultural barr^rs,. undocumented status and transportation 
18 difficulties 
19 
20 



Understanding the importance 
of prenatal care 



"Sometimes health care programs must 

21 do mbre than provide an open door. They 
must take the initiative to find, edu- 

22 cate and help bring in mothers and 
children to receive care.*! 



It is often 'difficult to convey the value of preventive , 
health care in communities wtnere people lead crisis-ridden lives 
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due to poverty^ poor housing, unemployment, and daily struggles 
to obtain food.l In this content, health care only becomes a pri 
orlty in an Emergency, and the significtnt relationship of pre- 
natal care to the outcome of pregnancy is not necessarily XnowA. 

' Tn sone cultures, pregnancy is viewed as a natural 
condition requiring no medical attention. A 1970 survey of 
1500 .low ihcoiue, predominantly Mexican-American women in San 
^Antonio, revealed that only one-third of those questioned 
appreciated the iitiportance of prenatal, care. ^ 

The Coalition to Fight .Infant Mortality, petitioners in 

this action, advocate more community educatipn* 

• ■ 
'*A lack of community awareness about 
the need for early and consistent pre- 
natal care prevents-maiiy .women from _.. . 

« seeking such care. A lack of education 

. ^ programs about their prenatal health 

needs also prevents many itromen from 
^ properly maintaining their health during 
pregnancy. It. is not solely the respon- 
sibilityTof these women 'to become 
• educated' ^bout their perinatal .needs. 

Health education is the .responsitulity 
of g the health ' care 8ystem~and inus-t be 
• a major component of ... perinatal 
services ."^ " 

Thus to be effective, programs offering quality prenatal 
care to low income women must be able to bring women into the 
health care system. This requires active and ongoing community 
'^education and outreach. . 

The Denver, Colorado MIC program involved commOnity 
■ ■ , " ■ ' 
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outreach workers in recruiting clients into prenatal care. The 
outreach workera educated the clinic's profeasionals about the 
coimnunity's lifestyle and values and conveyed to 'the coramunitv 
the iroportanc* of the health program. After only four months in 
one neighborhood, over 60% of the MIC clinic participants had been 
referred by the outreach workers ^nd use of clinic services was 
12% higher in neighborhbods with outreach workers. Fifty percent 
of the patients ^i^re seen im the first, or second trimester in 
ne ighborhpods with outreach workers, compared to 32% in unserved 
ne ighborhoods. 1 . . 

Wh«»n prenatal programs are. acceptable to Va community, the 
response can be overwhelming. Mission Neighborhood Health Center 
in San Francisco found that its bilingual/bicultural prenatal 
health education classes "proved to be one of the ma jor- attrac- 
tions of our project ... the major'means of advertising was word, 
of mouti) through the patients ttiemsolves .... We didn't even 
need to do as much advertising as we did initially to get 
people involved. •*2 » ' ^ ■ 

Yet. even when women do understand how* important prenatal 
care is, numerous other barri-ers can prevent th«ra 'from obtaining - 
services. ' ^ ^ 

b. Financial barriers to prenatal care 

"Despite the positive effects of Medicaid 
■ind various formula and project grant 
programs, financial barriers remain re- 
sponsible for inany of the most serious 
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and persistent inequities in maternal 

and child health care."^ , 

The high cost of health care' is cited repeatedly as the 

predominant barri'er preventing low income pregnant women of all 

ages and ethnic tbacXgrounds from receiving needed^prenatal • 

cafe. 2 Medicaid provides 'coverage for fevw than 

75% of the poor in^the U.S. 3 It has been estimated that 220,000 

need Medicaid coverage for pregnancy a/id del^v-ry but are not 
» • 

eligible. Of these women, approximately 60. jOO are. pregnant for 
the first time.* vften the infants are born, the mothers will 
then qualify for AFDC and Medicaid but during the crucial earlv 
•months of ^pregnancy in many states these women ave not Me<ilcaid 
.►eligible. The remaining 160,000 women are financially needy 
b'iit'for a variety of reasons, including lixyLng* with a poorly 
paid but employed spouse, do not qualify for Medi^aidj 

But even having Medicaid no guarantee that pregnancy 
health caret can be found. Physician participation in the 

Medicaid program is strictly voluntary. Each year, fewer and 

^ . 4 ' 

fewer physicians are willing' to a9cept Med-icaid patients. 

This occurs despite an oversupply of doctots in the U.S.,'5 
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particularly specialists'^such as OB/GYNs. In California, for 
example, bhe number of OB/GYN's accepting- Medi-Cal patients » 
dropped from 65% in 1974 to 46ft in' 1977.1 And, the unavailab- 
ility of doctors Cor Medicaid patients ia exacerbated by the 
tendency of physicians to concentrate their' practices in popu- 
lated, affluent metropolitan areas of the country, leaving a 
^severe health care shortage in the inner cities and rural areas. 

Physicians* reluctance to accept Medicaid is. mainly rooted 
in- the disproportionately low reimbursement r&te (approximately 
1/3 of the private fee paid) 2 for normal'prenatal care and delivery 
Vet in 1981, a total of ,$255 billion was spent for health ere in 
tSe U.S.J 42.7% of that total was' paid with public dollars. 3 Des- 
pite the huge amount expended, only a fraction was allocated for 
the preventive care needed by ipregnant women. 

''Foremost As the fact that preventive' ser-. 
vices are generally not covered by either 
private or public insurance ... Present in- 
ceivtives drive many providers to offer the 
roost expensive and least prevention-oriented 
■ ^ 'types of car^ which are particularly inap- C 
• / propriate for children and pregnant 'women. 

The situation is even "more desperate for women who are not 

eligiblji for Medicaid. These women are forced to rely-on local " 

public health care provided by counties and limited-term Maternal 

and Child Health programs fSfSPed by the federal govetnment and 

the states. In the absence of these services, %n3men may have no 
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other- option than to forego prenatal care -altogether, .wait unt;il 
the laet mbnth to g^t soine care, or ehow up at a hoajpita^* eioergancy 

^room in labor.' * 

Many phyeiciana, hospitals and even local public health 
depa^rtments will not liccept nori-ineured woman without advance, 
out-of-pocxet payment. 1 One yeanafter .Loa Angeles County 
began charging uninsured county patients $20-30 for each prenatal 
visit, on^ county hoapitlil reported that 65% 'of wooen delivering 
there had no prenatal care. The toroXen prenut«\ appointment 
rate in the county increased by 73%, and 147% >ring the ninth 
month of pregnancy. Most telliing, the nunODer oi premature 
births at the county's three hospitals rose.by 7,4%.2 

' c. Limited access to primary car« 

and nurse-midvrives ^ 

Limited and unequal access to primary swidic.l caw in the 
U.S. has been a\ growing concern for the last two decades. The , 
federal aovernitttnt and Congress hive attempted to cotrflgt this 
imbalance through the development and financial support of for- 
mal education programs to train a variety of mid^lew& i>racti- 
tioners (ni^rse-midwives, nurse practitioners, phyoiciH>».* a-'^-^" 
ants) for worlc in expanded ipaternal health primary care 'roles.* 
These efforts have suffered cutbacks. Eye li When more 

l. ' ' ^ ' ' \ , 

'1. 2lt36 

2. 36x25 * ^ • " ' 

• Nurse Training Act, 1964, National »«»l^*»^y::}^S»5eP"l97l 
Act, 1970, Comprehenaive Health Manpower TrainingT Act, 1971- 
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federal dollars were available, ohly a small number of nuree- 
midwife etudents were accepted by prqgrims for training each * 
year— not enough to meet the desperate need for practitionera 
,in maternity care, particularly for low-income women. In Cali- 
fornia, for example, the three nurse-midwifery training fj^Hgrams 
a^tept a total of only 25 applicants annually. 1 

Unfortunately, no matter how many more are trained, th^* 
benefits of^urse-midwives will not be realiEed- until barriers 
Which prevent their full utilization are removed.' The^CAO and 
the House Subcbrnmitltee on Oversight and Investigations of the 
Committee on Interstate *tid Foreign Commerce' both found numrous 
factors wfrtch prevent nurse-midwives from using their full ran^e 
of skills. Those barriers identified are: physician resistance, 

limited availability 6f physician back up, restrictiye state 

licensing, third-party reimbursement, and the Inability of 
nurse-midWives to obtain hospital stiff privileges. • - . 



^ In a 1979- report^ the GAO recommended that "...HEW en- 

courage a greater uwe of nurse-midWif^/obstetric^an teams, help 
eliminate barriers Which preclude nurse-midwives trbm practicing, 
in hospitals, and prpvide additiorwl training f unds ,for nurse- 
midwives, by' giving such training higher priority for use of 
existing funds anrf/or seeking additional funds from Congress'^ "2 
d. Language and cultural barriers to health care * 
The scarcity of health providers who serve .non-English 
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peaXing clien£i^^ih their own language preeenta a serioua 

t>8tacle tp many 'prr gnant women. ' Inability to communicate w^th 

nealth care ^jractitioher puts women ^et unnecesary risk and 

ffectively renders health care inaccessible. , , 

"Firsts tlie llftlted English speaking 
person is ignorant of . various benefits 
.and services since information is^ri- 
marily disseminated in English. ^Second, 
if the limited English speakin^person , • 
has sone knowledge of . . .her entitles 
roents. since eligibility determinations 
are part of [establishing;! their, needrf 
with English-only forms, "s- she may 
be fotmd ineligible incorrectly. Then, y 
assuming that tjie limited English speaking, 
perapn makes it through these two hurdles, 
diagnosis and treatment is also, impossible 
* due, to monolingual English professional « 
staffs. Family members and volunteers ^ ^ 
serving as interpreters are not adequate. * 

In some instarices. it is Culturally unacceptable for 

^men to receive care trom a male phyBi^i'"- often Higpanic, 

Southeast Asian and ^Middle-Eastern immigtahts, accustomed to A ^ ' 

receiving health care from women practitioners, are reluctant - 

to seek prenatal care from male providers.^ In a sitVey conducted 

in S|rf Antonio. Ttexas. 35%' 6f the Hispanic women respondents 

^prfssed -strong concern or fbar regarding^ physical exaiii- J 

nationals ^ in another 'study, it was felt that, in part/ Hispanic 

^men 'received late op no prenatal care due to -insufficiency ^ 

in numbers of Hispanic health care providers who might establish ' 

,cuX€ural rapport".-* , • , . . 

' ♦ / 

1. ' 108 ' ' . 

2. 53x39 . . • . 

3. 95x2 , • 
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. Racial and clase discrimination further disfcourage many 
women from seeking and obtaining prenatal care, m a survey 
conducted by the Coalition to Fight Infant Moqtanty/ the 
third greatest b-rrier^identifi^^^ 



insensitfvity of caregivers, and in particular the negative 
attitudes towards women ,and ethnic minorities".!, 
e. .Und^cuz^tefil women 
, There are an 'estimated 7.4 million undocumented peopU 
in the U.S. of which about 60%>are from HBXic6.2 por undocumented 
women/ the usual problems associated with getting prenatal 
care, i.e., money, availability of\»ervices, awareness of. the value, 
of care, language, and discrimination, aie compounded by fear of 
deportation which prevents all but a few undocumenteO. pec^ie 
from ^sing pQblic health or social assistance ^jrvices. . , 
CaliforWa estimates that only 1% are on welfare and only 4% 4Jse 
public se^ools or apply, fpr unemployment benefits. 3 m 1979, air 



«»ti«wi,.ed ^uT-ot^ocumented people in the U.S. were employed. 4 
in California alone, undocumented wrkers contributed !$1.5 
billion in state taxes in 1979' 5 yet, even women who are lega^ 
residents and eligible for ffedi-Cal are r'eJJuctant to apply for 
fear of endangering other .family members who are undocumented. 6 
Most of the X,$ million undocumented persons who reside * 
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and %#orX in CalifomUl turn to cqunty health ■ervicei. 
The closure of 30 county hoepitals since 1966 has foreclosed 
access to health care for many lindocuniented persons, particu- 
lariy in the rural and agriculjtural areas of the state. 2 

Uifdocumented w^n*s need for increased access to mater- 
nity care was starkly documented in California's obstetrlcaf 
Access Project. WhiNle the planners had anticipated 'that the » 
vast , majority of the participants woul<3 be Medi-Cal, in fact 53% 
Of €he program's 1,980 registraots during its first year of 
operation were low^income,' non-Medi-Cal eligible*. Hispanics ^ 
comprised nearly half of all 08 Access enrollees.3 
t. Transportation 

"Sometimes health care prpviders and 
facilities afe only tUVeoretically 
available.. Long distances or **igh 
* costs in getting to a source of care 
* can be major barriers to obtaiming 

needed healtji services. For tlhe poor, - * 

the distance appears to be a s igni fi- 

cant deterrent to seoHing pinvwuLive ■ 

care. • . 

.Reliance on public transportat-ion-^ntaiis-higb-.cost and 
long travel time to facilities^'located inconveniently in relati^ 
to public transit routes. 5 For mothers ''who^ canhot arrange 
childcare., traveling with syll^children intensif ies^^the stress 
of a long trip. 
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Fifteen -hundred, women surveyed in San Antonio indi- 
cated that transportation problems were among the factors 

. whi^h frequently Shterfered with their use t>f prenatal care 
•services. 1 Another study< reported that low income people 
•pent 581 more time traveling to medical facilities ;nd waiting 
to see a doctor ttian people with adequate financial resources. 2 

Traniportation is even more' pr<5blematic in rural areas. 
Poor women i*r central' California, dependent upo^ public bus^s 
transfer several times to get 'to their prenatal appointments, 
many are unable to return home the same day.3 i„ „^„y ^^^^ 

. communities, there fs simply no public transportation at all. 
one MIC project in Augusta, Georgia significantly alleviated 
that problem* by allocating 'project funds to provide transporta- 
tion for patients who lived wil!fin 100 mi;es of Augusta get 
to ^nd from prer^atal care visits and delivery. 4 - 
//'■-' 
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ere are Excellent Models for Providing Effective, 
Coinprehen»lve Prenatal Care to Low-Incoiy ; Minor ity Wowen ^ 
The success stories of prosrams across the country %/lvlch 
have effectively provided comprehensive prenatal care to low-r^j^_^ 
income women are legion. Petitioners have setected^^eewT to be 
told? together, they address the dlversj^y-^Tcultural, socio- 
eqonomlc and geographic f actojr^-^eJJich must be taken. lnto^«iCcount • 
%#hen designing a prepatSl service which can reach poor, jpregnant 
wbmen and si^nSlicantly reduce, the Incidence of low blrth^welghtr 
♦ Obstetrical Access Pilot Project ^ ^ 
The Obstetrical Access (OB Access) Pilot Project In Callfor-% 
nla was a legislative response to the diminishing numbers of ' 
physicians willing to accept Medl-Cal patients and to the docu- 
mented Inability df many low Income irfomen to obtain prenatal care, 
whether or not they were eligible. fpr ^edl-Cal.^ Launched In 1979, 
OB Arre ts rrT'H"^'^ fnnr^jnrj frnm Mffrtlnnid and T l -r1ft V to award 



existing community and. county clinics* funds for' comprehensive 
'comnunity-based,servici>8. In- its first three ;rears,* OB Access . 
has provided prenatal, deliv^sry and postpartum service to nearly 
7,000 women in thirteen underserved counties in both rural and 
urban areas of California. * 

In San Diego, for example, a consortium of eleven community 
cliniOi, the U.S.C. gan Die^o Hospital, and' the San Diego Depart- 
ment of Public Health Services be**carte'the OB Access program .which-^ 
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by 1981, was oeeinj^nearly ISOCt women ea::h year.^ . . 

Ten midwive 8 provide routine prenatal care at thfe various 

■clinic sites.. Infant .care pediatric clinics are cofiducted 

every week. Administrator Ann Bush described the prograraj 

"At the niidwife-run •clinics we. provide nutri- . - 
tional assessment and counseling of all our 
patients, psychological counseling ..! and. 
extensive health education ..... About 60% of 
the total patient load ds Spanish-sp«aking, ' 
another 10% is Indochinese .... Almost all 
of the staff dealing directly with the patients 
s • ' are Ijilingual. ... When the patient conies in- to 

deliver at University Hospital, she has the pp— 
tion of having her baby in an alternative birth 
center setting or the labor rooms . ... About 
^0* of our patients are delivere'd by the midwives.*"' 

The prenatal coordinator of one participating c^linic; 

described tlTe-services provided t " 



Nutrition is really stressed ^nd reinforced 
with thct WIC program^ Breastfeeding is 
stressed and reinforced by the home visiles 
of our pediatric n'&rse * Prenatal cara iZ 



^ 7-it«3ividudiia^d": The health educators see . ^^^^ 

people on an individual basis. We have the'^^-> 
LaMaze classes available. --They are part of T 
the package. 3 

The OB Access Project also covers a 10,000 square mixes, 

tliree-county area in' rural Northern" California. A sizeable 

number of patients are migrant .oxl. undocumented workers. Dr. Thomas 

Dodson, director of both-„the area's OB Access and WIC programs, c 

notes that the project provides whatevei^is necessary for low-risk. 

no-risk," or high-risk mothers and infants. ' ' * % 
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•We ar« finding that tbe earlier we get 
them . . . into the program, v« are 
having much healthier babies . . . much . • 
healthier motfiere. Currently ... any 
OB Access mother . . . is automatically i 
put on the WIC program- ... We cover 
all the aspects of perinatal develop- 
' i«nt . . the whole concept of birthing 
from conception through to birth.; . . 
We urge ind encourage Ithe lathers to be • 

there r think Jit 's indicative 

that we have a yaitijig list ... As 
word» of the" program^ gets out ... we 
are finding thatr^ur program is being^ * 
somevfhat overwhelmed by the resjionse. 
« # . . /i 

. Statewide results o^ the first of OD Access ^were- 

oveiwhelmii^iy f?ivorable.2 Low birth weight rates v«r^ half 

those' (|f conparable Medi-Cal patients, and^86.2% of the women 

began prenatal care in^the first two trimesters. In previously 

uftderserved areas,,*a high p^rcentige of^low Income women received 

a ^ull package -of services. Such posltlve'results provide 

'stir'^iir^vld^n^'thSt* 5^ 

effective In reducing Ipw^^birtlT «ight'Than the typical Medicaid 
approach. - ' . * , ' ^ 

Su Cllnlca Fawlllar^ * % 

An excellent model for serving the Hispanic maternity 

population Is a^n'urse midwifery service- &stabllshe^lti~i5li2,_Su 
Cl'ini^F^nlllar In the Texas Rio Grande ValJey. Within Its 
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first three years, Su Cllnlca mldwives v«^e delivering nearly 
801 of t^c births in the entire county/.Su Clini^ja's qualitV '* 
^prenatal cajr^'has loMared toxemia to only a few 6ases (2.9%) 
and .reduced low birth 'we4.ght, which Is substantially les^i 
freqlw€ than the rate for Texas 'and the country as a whole. 

. .Pamily-centered comprehensive care is provided from preg- 
nancy through delivery- and itito the first few weeks after 
birth. .All family members are encouraged to'^stay with th^ 
raaan while she i's in labor, along with a nurse orcnurse mid- * 
wife who 'is in constant. attendance. 

• "The support of Iqyed ones during the- 
work of labcJr and in the. f acp of intense 
pnysical. readjustment cannot be measured. 
.... Every effort is made to eradicate • 
fear which plagues many laborittg women ' 
who arq left alone . . . bur nu^ * % 
— midwives . .. listen to the repeated 
— -_%?»tiinonles of mothers 'saying that the 

/ from tfeing attended by.^rsons who. show — : 

personal interest and give them constant • . 

support.*! . - - • . ' 

- Uporv discharge, a nurse or nurse-midwife maXes two follow- 
up home visits to ensure all 'is v^e^Ll and to a^swir -a-^V question^. 
Of 753 live birtjis at Su Clinics between 1972. and 1976. .98.7*% 
of the. mothers and 'infants were visited in their homes following 
.delivery. Migrant woirkers who^left the a^ea shortly after the . 
births Wire referred to other migrant health clinics^ for tfontinuity 
of postpart^ an* neonatal care . - ' ' * 
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Lincoln Medical C^ter Teen P regnancy Clinic 

In the South Bronx. Lincoln Medical Center's nurse midwifery 
service established a special Evening clinic for teenagers in 
1975. The Center .addressedj the^^ special needs ^f pregnant teens, 
including providing clinic accetas during non-schgol hours. The - 
opening of th^' special evening |:linic8 was announced to £his 
low income comnunity '(70% Hispal|iic.' 28% BlacK) through han<?out8 
at local high schodls and vj.B tl\e local new»pers. ra<|io and 
television stations. \ . . ' 

Each prenatal .session commenced with a half-hour class for ^ 
the patients, their family and friends on subjects including 
nutrition, labor and birth, the physical 'care ^nd. mental stimu- 
lation 9f thejn^wborn. and family planning. Health education 
materials in Spanish and Engl ish^ij^luded such pract;;^cal topics 
as "Good Poods for Pregnancy and Breastfeeding". "Loveroaking 
. in Pregnancy" and "Heartburn" ... 

. The progVam became-^ so popular that registration had to be 
limited to adolescents 17 years or younger. Among the 204 

o 

teens cared fbr in^the first two years of the program, the low 
incidence of toxemia (4.7%). LBW rate (6.3%)>and high number 
of prenatal visits^ (93% had six or^more) attest to the success 
of this approach with teenagers. 

Booth Maternity Center Clinic fo r Pregnant Teens 
convinced that in^lividualtzed, comprehensive care would 
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lireduce the vmaternal and Infant complications of ten. found in* 
pregnant teens, .the Booth Maternity Center in Philadelphia ^ 
instituted a special program in 1979 for teens, who comprise 8% 
of the Center's 1200 births each year. \ ' 

A nurse midwife follows each patient through pugnancy and 
delivery. Group sessions cover such topics as nutrition, fetal 
development, labor afld delivery, parenting,, a^d family planning'. 
If, however, a teen has a problem or question, addressing the, 
imjpediate concern automatically takes precedence over the scheduled 
discussion. Role playii^^and films are used to engage interest 
in abstract issues, such as how a support person can hrflp to 
ease labor. At the sessions, * 



... pregnant teens ar« encouraged 
to bring along a special friend or relative 
^Who will become a labor coach or support 
^ person during labor and delivery. At 
first, the pregnant teen may react to 
the idea of a support person with resis- 
tance and embarrassment {*i don't want 
anybody to see me go through all that*)- - 
Nonetheless, by the time of delivery, 
every teen in our program has a support 
18 person." 
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A support person present often means a shorter labor and a ^ 
decre.ased need for drugs and other interventions. Involving a 
famny member helps alleviate family stress due to the pregnancy 
and fosters interaction with other parents of pre<jnant teens. 



And, every effort is made to involve the father of the baby in 

24 the labor and delivery to enhance bonding between him^and the 

25 // ' ) . • . - 

26 //- . 
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newborn. - ' o . 

This group of teena.wos. compare^ to other teens -at-Booth"* 
Who were not in the-special- program. 'BotlTgrows had nearly the / 
sane distribution of prenatal problems, but the special program', 

• • * . / g.- ' ■ : .1. ' • 

'participants made significantly more prenatal visits^ 
complications l.n labor and deliver:'., shorter labors and none "^V^ 
quired general anesthesia or forceps.^ They also had lower.^tes 
of m^ter^ial and neonatal morbidity, higher rates of pcJstpartura! 
cKeckupSH greater acceptance of birtAx control and higher ratek of 
breastfeeding. T^e number" of premature .births was not' signl/f i- 
cantly different (4% v. "W). but'both fell way below the n^ioTjal^ 
average of 14% premature births born to teenage mothers, thus at- i 

testing to the excellent care Dooth provides for all of its teen- 

\ ' "1 

agers. • 

OaKland Perinatal Health Project ^ 
In 1978, GovernoV Jerry Drown responded to alarming rates of 
low J>irth weight and infant nwrtality in the low-income Black 
and Hispanic communities of Alamedf* County by directing the Cali- 
l^ornia State Department of "Health Services to initiate the. Oakland 
Perinatal Health Project (OPHP). Tfee Project funds a full range 
of prenatal, support^-and-pediatr-ic-ear^ 



I and coimnunity clinics. Nutrition services at the clinics are 
tightly coordinated with t^e county yfIC pVogram. OPHP also has 
developed educatlonal^ma^erialB, conducts t'raini'ng, and has 
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launched a local media program.* *^ ' . '^^ 

By 1982, over l',7|^' v^omen '^ad ensolled in one 'of the ^OPHP 
clinics for prenatal <3are, inoXuding 24.9% Black, 24.8% Hispanic, 
5.4% Native American, 15.6% Sou^east Asians and 21.2% white « 
patients. 

OPHP.'s midwifery program and alternative birthing rooms at' 
the county hospital caught on quickly. This service has been 
credited with increasing ^he number of deliveries at the courrty 
hospital from 560 in l9tB\ to nearlj 1,000 in 1983. 2^., . . 

^ "l.rec^rf^ed my prenatal* care "at the midwifery^ 
heal%n clinic and, was referred to them because of 
two mispanfiaCges- 1 had earlier./ I chose* to go 
through the rfiidwlYes ^caus^ of different people 's 

- experiences with^thwn. I had a. very close - 
rela.tion8hip« Each^tiipe l went in, they, told *)ne 
what was hap^ning . . . %4iere -the baby 's^e^d was, 
how much 1 weighed. What I should do aRd ^at ,1 

. :8houldn*t do. And one ^of Xhem wa's witkh me 'during 
my labor and the moment I -went' into the 'hospital 
utftil the delivery/ and afterwards ... l' had three 
older children with me in there during the delivery 
along with my sister and a friend and my husband, 
and the experience was incr b.'i^le . ** 3 ^ 

^. I \'. ' . 

Sixty-one percent of the OPHP- clients were Medi-Cal or had 

eligibility confirmation pending, 17.4%. were uninsured, and 9% 

had private, insurance. Slome of the pri'vately insured women 

selected OPHP for the nurse midwives.and comprehensive care not 

generally found in the private sector. One. woman explained s 

"The main reason I went to a midwife Cwas] J tried 
' ^ two private doctors and they didn't givfe me the , 

time. This is my first child and I didn't know 
anything about having a baby.* So tfte^wei'e vuiy 



helpfuly They showed me different books on Kow to 
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deliver- I wanted €o breaetfeed lay b^y. rtimy 
shmd me Owim to do that ... [When] I had probleraa 
trying to br^stfeed they '%<ere ^here .... 

They came overV^ the houee to ehaw we. . a 

private doctor wb«ldn't do th^t.*** > . . 

And another sa^d: ' J • 

— -l-ttftve private, inaurance.^but I chose to go to 

th6 Eaat Oakland fa^nily Healtli\Center because [of ] ^ 
... the midwifery siirvices ... P'^i?*^* Pi^ti^'lSUir 
... tand] the different programs yhey had to offer. 
I can^t stresa enougK the import^oe of a woman 
^ ' having these choices. ... And that's ^ 1%.^ ' 
ceived my care ^>»ere instead of going «>,a private 
« doctor's office.? ^ . 



OPJIP'succMsfully reduced LBW qmong ^ts sociogponpmlcally^ 
high-risx' population. Now in its fifth ^year. 'P*'IIP ia the-first 
demonstration project in ialifornia to receive funding ^yond 
the ^sual threeryear cycle . — . . 

Nurse yrfdwif e Programs • — 

Coipprehensive prenatal care and riurse-midwi^s frequently 
go hanAn-hand. Many industrialised nationa with iftfant 
molality ratei far be'low the uls.'s rate rely primarily on 
midwives to'hanaie hormal'pregnahcies and deliveriea and only 
refer, complex casea^td specialist obstetricians whose- train^^ 
emphasises management of high.risX women. In Norway, near 



rain^^ 



96% pregwnt women receive care, and* delivery f rom midw 
in England* 70%,. 3 ' 
^ In the United States, nurse midwives have faced serious 
opposition since .the turn of the. century resulting from^ pro- 

1. 132AI 31-32 • » 

2. 52bx30-3l ^ 

3. 56x11 



205 



1 

7 

4 
5 
6 

7 

9 

11 

M 

14 

15 
U 



17 
18 

20 
21 
22 
23 

?4 

2S 
26 



feasional power struggles and major spfial, cultural and econo- 
mic changes in the provision of maternity care.l especially 
the rise of hospital-based obstetrics. Nonetheless, during the . 
last tvronty j/ears, many consumers have questioned modern birth 
practices as unduly interventionist, impersonal and expensive'', 
and have increased their demands for midwives,' Ye t^ even though 
women of all income levels i9hd ethnic be^kgroun(U« have 
enthusiastically accepted nurse-midwives, ? they still face 
considerable obstacles to .practice from phys^ians and 
hospitals, particularly in the private sector. 

Where permitted practice, Brofessiorially' trained mid-" 
wives' have maintained a :fcngstanding tradition in this countrv 
of providing low cost^ quality care to low incomi -pregnant 
wonen. • ' ' . .'. 

Frontier Nur^sing Service 3 ^ ' • * . 
In 1925, English-trained Mary^ Breckenridge opened the 

/rOTtier Nursing Service (PNS) 1^ easterTi Kentucky to bring ^ 

primary health care to ^impoverished Appalachian womeq.. In its T 

first seven years, the FNS provided ^enatal care and delivery 

0 ■ ' ■ _ ' \ , 

to 1000 women and so dramatibaUy reduoed maternal and infadt: 

deaths in the area'that ^he Metropolitan Life Insurance Company " 

declared ^n 1932 that "if such services were available *to the 
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^[f-^^lti^ couWry generaliy. there would be a saving of 
i0,ppj mother.' *iv«» a year 'in^the P.S.. there woUld be 30.000 
leee etillbiiths arid 30,000 loore children aliw at the end ^ 
the first month of life."^ 

In 1970, ,the service wai expanded to include entire f am- 
iUee. :Today, FNS- \b a iietworX of rural nursing outposts. ^ 
each linked t<i a"* nearby primary 4iealth; care center^ Each 
out-^st is la-imariiy staffed/'by a nurse-widvrife who provides 
prenatal and postpartum care aart.. when nedeosary. horte deli- 

very.2 ' ' ^ ^ o . • ■ T ' 

Maternity Center Assbcfiation ^ 
* The Maternity Center Assopiation began prbviding maternity ^ 
■care to priye'rty strtcieen Immigrants living in New* YorX City' 
tenements in 1914. andopened a nurse midwifery service and . . 
trairiing program'which continues .today. Between 1931 and 1951. 
5.765 women received cire at MCA. Attended by nurse-midwives. 
87% gave birth at home. 3 Maternal. mortality was .86/1000 . , 
live births.-* neonatal deaths over these years averaged 15? 
lOOO. far below New York City rates of 28/1000 in 1931 and 
18.4 in 1951.5 in response to consumer demands. MCA esta- 
■ imshe^ t>,e^ ChU * safe" 

alternative for fapili©s desiring a healthy birth in a non- 
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hospital setting. The ^Childbearing Center is a model for cara 
thatf" could be replicated in rural and underseryed areas of the 
vountry.l- , . ' r 

Madera \tountv Hurse Midwifery -Project ^ ' 
la 1960 , the state of California; funded a three-year de-* 
»onstra€jLon project utiliriiig nuree-midwives at the obstetri- 
cally un'dec^il^fed Madera CounJty Hospital to provide prenatal 
care and dJ^jrery for medically indigent fardl^rkers,. : Before ^ 
^ .project bd^an^^re than half the mothers had ina^tequate . * 
or no prenatal carej and about one-fifth of». the liosjit'al defiverr 
iefc v(er0 unatliend^d by physicians. 2 special waivers wore 
obtained tp epi^oy two nurse-midwives ( nurse -mid wi^»^-^^rS. pot . 
legally li«4nsed to practice in* Calif ornia-'wrm 1974), 




midwivp/' hand led all nopa^jn cases and performed 78% of the 

ipital deliveries, 3 assisted by staff and consulting 
physicians vAien complications, arose. ^ ■ 

Beyond Routine care, the midwives overcame •*many"~cultural 
and educational baririers to^ motivate many more vromen to ^ek 
prenatal care ",4 -prior to the midwifery program, 26% of the 
mothers had ^ix or more prenatal visits compared to 35% once 

the ptogram *bpened its doors.5 Thoae beginning care 

in the first trimester doubled from five to ten percent, 6 ^ 
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I Mothers were attended t\r6ughout the bourse o£. labor and th^^ 
'nunbers of woJn returning for ppstpartum examinations si^^ 
, Weka after delivery roseVfrom 37% prior to .the project to^ . 

.Even more striking reeiSts erre apparent When comparing 
rates or low >irV^ v«ight an\^ before , during and af€fe^ 

the! prbgram. Dorin^^eTproj^^ from 1960-1963, low : 

.birth %*ight,ratJ^plu^ 11%, to 6.6%, two Jear^* after 

\the proj.^ct endeV ^ ro«e' to ^8%.2 ; Neonatal'^deaths dropped 
fcc» 23^^1000 liW births ih 19^ to 10.3 in 1961.3 In the 
three years following tie depart u^; of the midwives, neonatal : 
nbrtality sicyi^cketed to 32.l/lOOo\ive^ births^ nearly 
third higher than pre-project death sV and a triS>ling of project; 
IneonatalSiortal/tiyi .iTius.v tfi current^ n^ ^^^K 
of the American; College of Wtetriciaiis and Gynecologisti|, 
10/1000 live births, was achieved twenty years' ago by two 
midwives. Whb. provided primary ca^e and sens?tive attention to 
woniin's needs for a very "high risk population.* Analysts of ^ 
- the-Madera-project concluded- that af^r^its-^dosing^ . the der . 
creasid availability and li^Ur quality o# prenatal a.wl delivery 
services accounted for the increases in. LBW and *ne£>natal mor- 
tality and^the drop in pseriatal care visits after the program 
ended.5 ' • . ' . V 



1. 99i3il 
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3. 991312 
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'^The main problAiQ,/ therefore". Is not' ' * 
that wtt lack effoctlv* prawntlw car* 
techniquaa to aaalatfllnfanta, young 
chlldran and pragri^nt wofMn* but that 
techniques of known effectiveness stlli ' 
4iave not been applied widely enough.** 1 
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VI . • PROVIDINg ADEQUATE PREVEMTIVB 
CARE IS COST-EFFECTIVE 

A. Introduction * 

As discussed in tie previous section, various studies 

have clearly established the rislationship between inad^uate ., 

prenatal caje ai^^igher incidences pf low bijthweight infants.* 
FurCher, it is w^ll-docunwnted that low Ijirthweight infants are 
signifipifntly more liXely to, develop permanent disabilities 
such ^s Qsrebif* palsy, mental retardation, learning problems, 

• and hearing and visual disturbances. ^ Generally, this country's 
response to the problem of low biilthweight infants has been 
to devote massiVe amounts of energy and resources^o developing 
highly sophisticated and, technological methods of saving the 
lives of these infants. 2 While such intervention has proven 

.highly successful in reducing the infant mortality *ates 
of iery low birthweight babies, 3 it has also proven to be 
extremely costly.^ More importantly,", this approach has been 
aimed ffj,rearily at providing a solution to the problem — the 



survival of low birthweight infants — rather than with 
prevention of the problem — preventing" the incidence of 

k : • • • 



« See discussion at Section V, supra . 

1. 138 

^2. 142 

3. 17x5 

4. 17 
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•uch births. 

This section analyiTes the costs arid savings of prbv^ing 
ad«quat« prenatal care to lo%#er the incidence of low birtftweight 
infant/s, as compared to tho costs incurred in providing, neo^— , 
natal intensive car^ .'(NICU) and rehospitalizati<in» • the two roost 
frequent and expensive type s^bf cax^^^ass^^I^ted with' iow^ biri#- 
* weight: While nany^ptograms 'ha^^'documei^ted th*t increased 
levels of prenatal; seryicrff h^ resulted In improved pregnancy 
^tcones,* nons haVe .attempted to quantify the costs^and.^ 
savings to the federal' ^vernnient that would accrue by providing,, 
prenatiftl care .** This, petition does precisely that, using the 
roost Conservative figures and 'estimates available. 

1. ' . . . 

i t ;^ • 

,,' , ,-. 2S: . . ' 

^ discussion. at Section V, supra . 

Several articles Juivi computed, simplistically, .general 8a\rthAs 
to be igained by providing prenatal caret to prevent the Incidence 
of : low birthwel^t infants. , For example, one has stated that 
if only five wproen not receiving prenatal . care give birth to a 



roodera^ly ill premature , a very conservative es.timate^f^he S \ 
hospital cost for ihe five prematures would be $150,000 (not 
including post-hospitalisation costs). However, if that Si50^000\ 
had been allocated for prenatal care, 149 women could have 
received prenatal care to avoid those hospital cost^. M.A. 
Curry, Preliminary Report on a Survey of the AccesaXo Perinatal 

Care and the Jncidence of Peflnatal Morbidity in ore^gf ll 

(19|93). Ttiis estimate, however, fails to provide evidence that 
caring for 149 women %iou Id save the five prematures. 

Another report jSS^imatiBd that for 3700 women Who gave birth 
to low birthweigfht* infants in California, an estimated $6-^7 
million. would Hive been »aved in neonatal intensive care co^ts had 
they received prenatal care. Such care for the same number of 
^woroen would have cost only $2,812,000. A Report to the -Legisla- 
ture. Perinatal Care Plan 4, Maternal and Child Health pranch. 
Department of Health Services, California (1982). 
(footnoted continued on next page) ^ 
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B. General Methodology 

Generally, the coBt-effectiVe analyaie #i this petition 
surveys various health care literature and studies. In parti- 
cular, the analysis relies, to a large extent, on a study 
cbnducted by Carol C. Korenbro^* on the ^^ted costs and 
saving's of comprehensive prenatal care to the State of Cali- 
fornia. The study focused on the findit^gs an&»conciusions of 
the iObstetrical Aabsss Pilot Project, -OB Access Project", 
Which w^*^unded irom July 1, 1979 through, June 30, 1982 and 



(footnote cont'.d.) . ' , * 

Further/ a doctor is quoted as saying "Prenatal care is 
cheap When cciopared to-thtf costs to care for^n born 'in- the 

high risV g/oup. Care for an average premature- infant that lives 
costs $10Q<000 and $60,000 for one that dies. -The cost to xeep 
an iinfant on a 'respirator for 18*roonths recently came to §1.5 
million." G. Dalleici America's Widening in fant Death Gap, 
Health and Medicine^3Hi^6i) , .guottna DeciaratioT:* of Dr. Sylvia 
laewrr-ftletrin'^^H^ V. Bd. of Sup ervisors, L.A. Superior Ct., 
C360-546".' Another doctor estii^ted^ that the cost per premature 
infant averages $79,418 and that every 100 women denied prenatal 
care will cos* L.A. County $397,090 in avoidable neonatal inten- 
sive care colVs. IdJ, citing Testimony presented by James F. 
Padbury, M.T). beiCoBB^^he Commission on ^he Status of Women, 
"Perinatal Health of Los Angeles County's Indigent PopuXj^lon— r 
A ri8cal"and Political Cost-Benefit Analysis", May 19, 1982., 

♦ Ph.D., Department of Obstetrics, Gynecology and Reproductive 
Medicine and the Institute for. Health Policy Studies, University 
of California, San Francisco. > , • 

Korenbrot, C. , Comprehensive Prenatal Car e as Medical 
Benef it. Expected 'Costs . and Savings, C ontract Report to 
Maternal and Child health. Department of Health Services, y 
^California (1982) thereinafter Korenbrot 13. Certain parts y 
of the study were updated in C. Korenbrot, Additional Costs 
to the State for Maternal and Child Health ^h Public Hf^jlth 
Block Grants (1983) thereinafter Korenbrot II J. 
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registered ^a. tou^pf nearly 7,000 iramen.fl The OB Access 
Project v^8j|€«iyed'^ improve MediCal** mateirnal medical 
care in thi^e vraiyWi ,1^) increasing access to OB Access, 
services MediCal- and low-income pregnant women, in project 
area8^- '(2) assessing the quality of maternal MediCal ctfre by 
review of /the amount of services provided and' health outcomes 
o^.patients of Individual providers; andii(3) determine 
the intact of providing comprehensive prenatal care* to> : ■ 
project rogistrants, . ' ' . 



♦ The OB Access Project was formulated in respbnsev to major 
gaps in tHe availability and extent of perinatal ^rvicea i^ » 
California, particularly in certain geographic areas'^ipd^ethDlc 
groups. Two^jor problems came to the attention of ^-stkte nodical 
j'and health officials!, (1) the'i>»ability to rend«fir'adeauate*scare 
at the low prevailing rate of MediCal reinibursem^nt; - and ^ V 
(21' Medical eligible and low-income women were experiencing ' 
severe problems in access <0. .physicians; particularly 'physicians 
with formal training iii obstetrics. 

In order* to iiqil^mejit the^project; yaivere^were* solicited 
from the Deptfi^tment of Health and Human Services,* Hj»alth. Care ' 
Financing Administration. The waivers were, grantecliund^r 
'section 1115 (a> of the Social Security A^ for a:period of 
thk-ee years ending June 30 1982 (renewable annually). 

In most cases the sites selected were expansions,. of exist- 
ing connunity clinics and county health depar^tiMrnita. 'No' private 
providers were ndlllng to participate as prlmary^qohtractors, * 
although they did participate , as subcontractor^:, o^ medical care 
services. Oliis arrangement^ resulted' in this' active participation 
of several exc^lleni^ private physicians aiid' supervised nurse- 
midndves.in areas Where no prenatal' care'.aeirvices had existed 
for MediCal and other low-income vronejl. Preilmihary Evaluation 
of the Obstetrical Access Pilot Projeict July. 1979.-June i^gS" '^^ 
Matern al and Child Health Branch. . DepartnantL cA H«ai:^ Sarv<i7<i«, 



CaliJorftia -41982 ) , • : t^r,^ 

"Medical" is. the California equivalent of the' federal 
.Medicaid program, and means the California tledicai Assistance 
Program. ^Calif. Welf. C I. Code % 14063. Under the MediCal 
program, federal funds match state expenditures for** medical 
care provided under the state plan. ^*ttm federal share In 
California is -50%. •> 
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' It wn» the la»t part of the project that was un^r con- 
aiieration in KorenbrofJ^analysi.. That analysis was designed 
to determine expected MediCal savings through the provisions 
of comprehensive prenatal >:are to MediCal recipients. In the 
Korenlbrot analysis, the prenatal care preiently provided to' 
Medical low^income women i^s referred to as "presi^nt prenatal 
care.- Korenbrot calculated the costs of ^present prenatal care 
and compared them to the cost of providing "comprehensive 
prenatal care-.* The difference constituted the total . expected 
cost to the state of providing complete, comprehensive care 

through MediCal. 

Korenbrot then calculated the total^i^cted coats to . - 
the state of. caring for low birthweightf ^xvTfants:* In neonatal 
intensive care and in rehospitalisation. ^n both cases, tl^e 
calculations are made according to birthweight. Cost 
increases as birthweight decreases. as does the frequency with 
Which infants of different birthweights require rehospitali- 
zation and neonatal intensive car^. Using the Cleveland Maternal 
infant Care Studylas the basis for the most optimal documented 
* effect of such a program upon birthweight. the investigation de- 



^ I * Se« discussion at 103-lOS. infra . 

^1 ♦♦See 17:5 and 94:992.998. infra , and discussion, p. 125, 
24 

25 I 1. '131x150 
26 
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terroined that a benefit-to-coat ratio of approximately 2 to 1* 
would accrue based upon reduction of needs for neonatal 
intensive. care and infant rehospitalisation through the first 
year of life alone.** 

The implications of this %tudy are profound and provide 
solid evidence that prenatal care is indeed cJ^-effective. ' 
The analysisherein, whi|ch calculates* current costs to the 
federal go vternraent, close ^ follows the Korenbrot technique. 
Like Medical, the federal Wedicaid program prbvid^ prenatal 
care to low-income Medicaid-eligible pregnant women ("present 
prenatal care"). The difference between the cost of providing 
present prenatal care and the cost of providing comprehensive 
prenatal care,*** multiplied by the number of Medicaid-eligible 
pregnant women constitutes the expected cost to the federal 
government for those women. The expected 'cost to the federal 

* Preliminary data show that OB Access patienta had hilf the 
incidence of low birthweight compared to a matched group of Medi- 
cal patients (3.9% v. 7.3%). Preliminary Evaluation at 52. 

*• Korenbrot I, supra , at 1, 12. The figures in Korenbrot I 
and used herein are preliminary and<are based on a range of 
expected costs ^nd savings predicted by calculation, rather than 
on actual, observed figures. At present, the actual figures 
are being determined by officials for the OB Access Projett. 
Preliminary data indicate that the actual savings to the state 
are in fact greater than predicted in Ifcrenbrot's analysis. 

*** Thr'eost of "present prenatal care" and "comprehensive 
prenatal care" are extracted from Korenbrot I, which refers 
specifically to "ItodiCal dollars." Korenbrot I at Table 2. 
Since the federal «hare in California is 50%, the federal costs 
are 50% of the total costs used in Korenbrot *s study. 

Under the Medical Assistance Program (Medicaid), Title XIX. 
Social Security Act, as amended; p.l. 89-97, 90-248, 91-56; f 
42 U.S.C. 1396 et seq. ? P.L. 92-223, 92-603, 93-66 and 93-233,' 
states are required to provide certain types of services for 
the medically needy, for which federal financial participation 
is available* The federal share ranges from 50% to 78%. 
catalog of Federal Domestic Assistance 234, office of Management 
and Budget (1963). 
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government, of expanding Medicaid coverage for comprehensive 
prenatal care to dther needy wom^n is computed by multiplying 
the cost of providing comprehensive prenatal care by the . 
'number of Medicaid-inellgibles, low-income women needing such 
coverage. The total expected cost to the government is the sum 
of the costs of providing comprehensive care to both Medicaid- 
eligible women and Medicaid ineligibles; 

Costs of providing comprehenal've prenatal care are then 
compared to the two most frequent types of current costs incurred 
in treating low birthweight infants - neonatal intensive carel 
and rehospitalization.Z it is estimated that l5%*of the'; 
Medicaid-eligible woron receiving only present prenatal care 
will give birth to low birthweight infants, and that 20% of 
Medicaid ineligibles will deliver low birthweight infants.- 
The total current cost tq the federal goverfunent for providing^ 
care to low birtlft-eight infants "is computed by multiplying 
the number of low birthweight infants by the frequency of 
rehospitalization and NICU and by the cost of providing 



Finally, the initial savings to the government in providing 
care toreduce the number of low birthweight Infants after 
comprehensive prenatal care is provided is computed by the 
same formula. Only this time the number of low birthweight 
24 I infants will be much smaller since the estimates of low birth- 
25 



26 I 2. 94:991 



See explanatory footnote, p. 112, double asterick 
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weight infanta will be less; i.e., 5.5%* for Medicaid eligibles 
and 71* for Medicaid ineligibles. Cocoparing the two costs, 
a tremendous savings is to be gained by reducing the incidence) of 
low birthweight infanta. Moreover, even after subtracl^ing the 
costs of. providing conprehensive prenatal care, the real dollar 
savings to the government is gretft. Purtfter, the savings *are 
conservative estimates because they po not include long-term costs 
C. The Components and Costit of Prenatal Care 

^ Comprehensive prenatal care programs were founded on the 
pren^e that the high rate of adverse pregnancy outcomes among 
economically disadvantaged women would be diminia]ied by combining 
medical care with social, nutritional and educational services .l 
Thus, comprehensive prenatal care provides basic meQical care, 
health education, nutrition counseling and social work counsel-^ 
ing^2 The components of prenatal care vary widely from state 
to state, hospital to hospital* and in particular they vary 
depending upon the needs of each individual %#oman. As discussed 
in Secf jn V, supra , however, certain basic components^ 

of prenatal care that are essential to improving pregnancy 
outcome. As defined in' the 08 Access project and for purposes 
^f this petition, ''comprehensive prenatal care" includes 
routine prenatal, delivery and postpartum care (II recommended 
examinations) and routine laboratory tests (22 individual 



1. 98tl 

2. 98 



* See explanatory footnotes, p. I 19. 
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tests, generally blood and urine analyses)^ a Psychosocial 
Assessment, a Nutrition Assessment, and 16 Aiours 'Of Perinatal 
CcSucation, as veil as an -initial outpatient well-b'by exaA^ 
ination. ^^Thc assessments de:tenaine what interyc^ntions are 
indicated to reduce psychosocial nutritional or educational ^ 

riskr and these . interventions are then 'trfated' -^^T. 

• -i- 

with -counseling.* 

• . ■ V \ . - * ■ 

Under Medicaid, state governments p^esentlyspay for prena-tal 

care to pregnant.,^>men Which differs from state to state. At 

•the threshold, then, it is necessary to^ompare present prenatal 

care .costs and comprehensive prenatal cay costs to show the 

additional costs t>£ adding comprehensive prenatal care to 

current Medicaid benefits. For example, in Calif orniar ''present 

pren^al care^, as currently providetl by Medi-Cal and as defined 

^ the Korenbrot study, includes all services in the comprehen- 



♦ Vox example, the OB Access Project provided health education / 
services for "high risk behavior" sOtaJi as smoking, drug abiise, 
alcohol abuset'and non-compliance with medical advice /regimen 
during pregnancy to modify-.Or' change such behavior by education. 
19 I STimilarly, education about "higji risK medical contttlons" such 
' I as diabetes, blood disorders, kidney problems or secoi^ pregnancy 
within one year w^s 'p>^ovided by certified medical professionals. 
Psychosocial services consisted primarily of individual and/or 
.group counselio^ or home visits .to identify and treat psychosocial 
problems such^ls ambivalence or rejection of the pregnancy, / 
spousal abuse or non-support, depression, psychotic thinking or 
behavior, extreme anxieties regarding l^bor and delivery (cesarean 
section, use of forceps, death, . pain, baby may be abnormal). 

BFinallyT^the nutritional component offered dietary, biochemical* 
and physical-medical education to .treat mineral, protein, -vit'amin 
and other deficiencies, to prevent excessive junk food, caffeine* 

25 sugar, or fat intakes, and to treat persistent diarrhea, consti- 
pation, nausea or vomiting- Prelinqnary Evaluation of the OB 

26 Access Project at Appendix 3.,.. b ' 
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slve pranatal care package (defined above), except '^sse^sruents" 
16 hoars-of perinatal education and vitamins. The followiM - 
analysis utlWzes this definition and the coita of presentfbre-' 
n«tal care as. conputed In Xorenbrot*8 study. ^ 
^ . The costs of present prenatal care to MedlCal recipients 
wer^not available directly but were estimated In two ways. A 
lOH estlnate Was obtained by using the "global fee" for prenatal 
delivery and postnatal care of the mother, and routine care of 
the-^ newborn (excluding Inpatient hospital costs) The total - 
fee for a vaginal delivery with present prenatal care b^ed on 
-the global fee' Is $722.43 (1982 dollars). See Table 1 at,l07. . 
A similar estimate for a Cesarean Section with present prenatal 
carets n>148.94 (incltidingf the prenatal iab fees and routine 
outpatient newborn examination) (1982 dollars). 

A second vmy of estimating the costs was based oq the^. 
fees-for^service for the services that should be included in 
I>resent prenatal cars, (i.e., basic comprehensive prenatal care 
package excluding assessments and vitamins). 2 The expected 
costs shown in column 2 of Table 1 represent a high estimate 
of exjpected. Medical costa. 

Comparable costs for Comprehensive Prenatal care in the 
OB Accuss-Project were higher (Table 1, columns 3 and 4). By- 
adding all fees-for-service for. the entire basic package, » 
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the maxiBun; co.t of a vaginal delivery i. $1,111-07, including 
intervention, or «a«^e.«»ent.- >valu«d at a maximum cost of ^ 
$146.41, 1982 dollars)- and txcluding^inpatient hospital cost! ^ 
(1992 ulollars). In cdmputing'an expected estimate for a 
Ces^rian S«ct!kon in the same way as for Present Prenatal. Care 
above, the corresponding figure for Comprehensive Prenatal Care 
is $1571.83- Again/the maximum expected MediCal costs for 
care Of prenatal, delivery and postnatal periods are shown in 
Table 1 under "Expected Costs" (1982 dollars). 

The expected Ws to the federal government of providing 
"comprehensive prenatal care" to pregnant women eligible for 
Medicaid caS therefore be estimated usj.^ the figures in the 
Korenbrot study.' Using the figures in S,e column entitled 
-Expected costs", the addl;tional cost to the federal government 
of providing comprehensive care ringes between $144.79 
(50% X ($1076 - $786.41)3 (low estin^te in 1982 dollars) and 
$171.19 C50% x ($1188.01^ - $845.63)3: (high estimate in 1982 
dollars). These figure, will i;icrea.e or decreaseyp^^ding, 
* of cour.e, ^on the tyi^. and quantitie. of care currently provided 
by the different .tates ur^ler Medicaid already. Assuming that 
the average expected cost to the federal government is $157.99 
.C($171.19*+ ^U4<T9) X lf2], and assuming that there exist, 
approximately 396,000 women. eligible for prenatal care services 

7// / ^ * - 

III ^ 
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Table 1. 



Medical Relnburseroent* of 
Costs of. Prenatal and Delivery Care 
fl982 Dol'lars)** 



With 

Present Prenatal Care 



With , 

Comprehensive Prenatal CAre 



Based on Based on Based on Based^ 
global Pee*** Pees-forp^ Pinal Claims Pfees-for 
^ersgjotfa**^* .ciaimst £ervice§tt 



Vaginal 

Delivery $722,113 
Cesarean 

S^tionttt $1148.94 

Cesarean « 
Section 
Ratetttt 



^expected - 
Costs--^ 



- 15% 
$786.41- 



^$776.51 
$1237.28 

15% 

$845.63 



$99^67 
$1460.44 

• 16.7% 
$1076.00 



$i^l«07 

$1571.83 




obstetric 



* Includes pre na^L«^e livery and routine postpaj/ 
care* Ijprenbrot 1, supr& ^ at 22. ^ 

V** All 1980 dollar figures in Korenbro^ I %mre' inflated at the 
medical cost inflation rat^ for 1981-82 of 10% per year to 1982 
dollars. 

*** Package rate, (8 RVS Units) with August 1980^ conversion 
factor ($60.0Q/RVS Unit). 1980 the reference year because 
it was the first year of the OB Acces Project registrants. But 
see note 25, supra . Laboratory fees and a routine outpatient 
newborn care examination %#ere added to make the' package con^' 
parable to the OB Access Basic Package, Table 1.. kererib rot 1 at" 

22. , ■.■ ■ ^ ■ : ;^ , ■ . . ; 

preaep^ Prenatal Care includes all services in Bacic Package, 
Table 1, except "assessments" and vitamins. Cooprehensive Care 
indtbdes entire Basic Package. 

t }f6t all participants in the OB Access Project utilised all 
comprehensive services available. During the first contract 
year (1980), thejreported utilisation rates for the Psycho- 
social Assessment was 84.1%, for the Nutrition Assessment, 85.2%, 
for the Health Edtipation assessment 86.8%« for the Birth 'Ed u- 
• * .(footnotes continued on next page) 
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under Medicaid,* the total expected additional oo.t to the , 
federal governiJ^t for providing comprehensive prenatal care to 
Medicaid-eligible wown im $62, 564.040-00.** 



(cont'd from previous page) / 
Korenbrot I at 8, 22- / 

tt See note **** at X07 supra . * . 

Cesarean Section- Korenbrot I at 22. 

tttt Observed ratei 1979 Medical "^^T'^J' ' 

15% in. 1978. Biitter Health at 15. - 

(I9SO). THis ;q77. It does not include thofee women 

:l!'•°°°'.•vr<^r'i^.''ti^rvaira^imy ofSidtcats'^iit?; car. 
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care services under Medicaid. » . . 
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The, number of women receiving early« comprehensive prenatal 
care would be higher if ^the federal government expanded Medicaid 
coverage to other groups of «foroen, most in need of such care 
("Medicaid ineligibles"). Ttje only existing official estimate 
of women nseding Medicaid coverage is 220«000.* 

The cost of providing comprehensive prenatal care through 
Medicaid to these additional 220,000 women ranges from $^38 
(50% X $1076) to $594 (50» x $1188.01)/ witli an ^erage cost 6f 
$566 per recipient. Thus, the total expected coVt to the 
federal government for providing comprehensive prenat^al care 



^ H.R. Rep;. No. 568, 96th Cong., let sess. 85 (1979). This 
figure is estimated from, a^slmulation of the medicaid eligibility 
rules u^ing information on income and family characteristics 
from the 1976- survey of Income and Education, and was used in a 
cost estimate of H.R. 4962; the Child Health Assurance Adt of 
1979. Because the estimates wore based on L976 data, this 
figure is a very low estimate of the number of Ineligibles. 

/^The figure *is not broken down into any' specific categories 
of needy women. However, there are three general categories, 
including first-time pregnancies.* Women pregnant for the- 
first time are not universally eligible for AFDC or Medicaid's 
medically needy program because they have no dependent children. 
In 1978, 19 states had no Medicaid coverage for prenatal care 
for these women; in 30 states and ths DistrK^t of Columbia 
they were eligible if they met criteria of need; AriZona had 
no Medicaid program. Better Health at 9. The seconfi category 
of poor pregnant women in need of Medicaid coverage^are those 
vrtio meet a state's income and resource s^and^rds and are now 
.excluded from the program because, although impoverished, th^y 
are part of tvro-parent families. Children's Defense Budget at 
44. Finally, the third category is composed of the women who 
have incomes that exceed the maximum for eligibility for AFDC , 
but are insufficient to pay for medical care^ Better Manage- 
ment at 104. — I — 

The full cost of providing care, is usod here, and not the 
difference between present prenatal care and comprehensijve 
prenatal costs, since- these women are not now eligible under 
Medicaid to .receive present prenatal care. . / 



Ik ■ • 



224 



1 

2. 
3 
4 
5 
6 
7 
8 
9 
10 

ii 

12 

13 

14 
15 
16 
17 
18 
19 
30 
21 
« 72 
23 
24 
25 
26 



to these women is n24,520,0O^* The total expected coet to 
tiie governMnt for providing coii*ir^heneive prenatal carev^o 
Hedicaid eligible, and ineligible, i. ^IB7 ,0M,t40.r ' 
O; |oet. of Caring for Low Birthweight Infante 

1. Heonatal Inten.ive Care 
• one of the. primary medical expense. a..ociated with caring 
for lowtoirthweight infant, i. neonatal ii»ten.ive care,l 
Heonatal\nten.ive care i. defined by the American' Academy of , 
Pediatric, a. the coA.taht and continuou. care of the critically, 
ill newborn!2 Thi. type of care conei.t. largely of one-to-one, 
.pecialixid 24-hour nur.ing care, re.pirator., blood-ga. and 
other diagnoetic and therapeutic procedure, to con^-neate for 
the lack of full deveU^ment of the infant. 3^ 

in the united State., approximately 6% of all live birth. 
(60/1000) go to inteneive care (about 200,000 admi.eion. 
1/ annually).— Nearly one half of thow requiring n-onatal inten-ive 
care, or lOa.OOO are due to complication, as.ociated with 
low birthweight^.4 Th. co.t. of neonatal ijten.ive care are 

. Average co.t of ccmprehen.ive prenatal care multiplied by 
number of women requiring Medicaid coverage. 

S"rMng cbBpr.hln.ive pr.natal car. to wen r.quiring 
Hadlcald covvrag... 

1. 17x11 ' • 

2. 17|7 - ^ • 

3. 17x7 

4. 16 
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crrea|.. On^ vtudy has aoncluded that among patients with high 
hospitalization cost ($4,000 or more in one ysar)* neonatal 
c&ses were by far 'the most expensive « averaging o'ver 
$20«000 each.^ Various reports of .neonatal intensive care 
costs range from $1,000 to $40,000 per patient. 2 Neonatal- 
intensive carrf costs vary greatly according to a variety of 
factors* including low birthweight. Studies have shown that 
as birthweight decreases* cost increases. 3 Average 
expenditures in 1903 per patient are estimated to be about 
$13,400.* The to^al annual costs in the United States for low 
birthweight-related neonatal intensive care is therefore 
approxijnately $2.6 billion.**. For low birthweight-related 
neonatal •iA^e^sive care, costs are one-half that/ or $1.3 
billion.*** ' 

The federal •share of providing neonatal intensive care is 
difficult to ascertain, since there are only minimal data 
regarding how much of the cost is paid for by^ Medicaid 
It is XnoWn, however, that approximately 396«6oo yfonmn per year. 



• Speech by Peter Budetti. See also Budetti at 5 (estimated 
average expenditures per patTent to be about $0,000 in 1978), 
.The estimate cited. In the text is an updated figure. 

*• Nunftwr of birth*:, (3.3- million) multiplied by percentage of 
all^low birthwtti^t births admitted to NICUs (0.06) irUiltiplied 
♦-^mean cost/patient ($13,400). ^ 

See note ••, sMpga . "^"L ... ■ 




1. 
2. 
3. 
4; 
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obtain pr.sent prenatal care through Medicaid.* Prom thia 
nuiriber of wonen, it ia conservatively aatlmated t»iat approxi-. 
Mtely lsy*oc 59,40<J %#ill.give birth to low birthweight inftnta.51 
It ia alao eata«ited that o£ the 220,000 Medicaid ineligiblea. 
180,000 will be covered by Medicaid <Jnce. they, give birth***, 
and 20% or 36,000 will deliver low birthwtfight. in^ta^**** 
Of the 59,400, approximately 25% or 14,850 will be very low 



♦ See note *. at 108, and accompanying text. 

** Since there ari no data regarding the nui-ber ^^w-income 
wonen (both Medicaid eligible. and Medicaid ineligibie^Who 
deliver low birthwei^t infthta, the 15% -^^S^JJ^' "^^^^ 
from a review of the low birthweight rate of l6w-incomB women 
^^ugh^^^^e coSl^y. For in.ta;ce,in the Cleveland Bt«dy,«je low 
birthSei^t rate was 14%. Sokol, et al. ^^j-^Sj^ I" MinAeaota 

mfcA w&fl 13.9%. Berg, et al. at 33. Im rural Georgia, 
M SiirSnd itorii. at 491. In New Yortc City, 21.9%. Cold, / 
2t ii at 195^! ^ Se south Bronx, 18.1%. Doyle and Widhalm 
ll V: 'in ?^llforSir7.3%. Prei. Bvaluation^of the 0^ Acceaa 
Brojact at 52. Thua, the 15% eatlmate la ^«>^,««^,""2! 
^evioti aly reported low birthweight ratea among lovr-income 



*♦♦ Of the total 220,000 /ledicaid in«li9it>i*«' 5?'2?2 
flrat-tlme pregninciea Who Will be covered by Medic^W once 
♦ilU^i-ilv.? See H R. Rep. No. 568, 96th Cong., lat eearf. 
SHl5?9r if ^ r'.lk& 160,000; 80,000 wU^ 
^ Medicaid aa -financially needy- children Cc««»only Xnovrn aa 
"aibieoff- children after the Senate sponaor of the 
MSd!cnfa»Sni«" creating, thia eligibility category)- «;cau.e 

•Si original 220,000 ineligiblea ^^^-^^ °" J^-'^fS^^^tf le /el, 
^Jynmn Whose, incomea are leaa than 80% of ^he^vercy le/ei.* 
S!!^8S?SSS S riaJr^Si-t. ot -ftibicoff- children. Who« 
?S5ily incomBS .ra b.t«-n <0»-50% of the Po^'^y 
Pinilly. the remaining 40.000 will be' covered a. -medically needy 
children under .the Medicaid program. 

' •••• The ^Ot figure ie ietimated from i.5%. eee note ••. jUEra. 
.nd inaeaeed' to account for the fact that theee women are 

■ ?SS-JSSS2*o re2S!« little or no prenatal care (a. compared 
tothS Medicaid eligible. Who receive pr.eenf prenatal • 
Md^^il therefSre fare wor.e than thoee receiving .ucl, care. 
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blrtlMlght Infants (1500 gms or less); the remainder* 44«550 
will be low birthvfeight infants %*eighing 1501 to 2F00 grams. 
*0f the 36«000 ineligibles« approximately 30% or 10«800 will 
be very low birthweight ^infants; che remainderr 25«200 wil,l 
be low birthweight.* . 

Table 2 shows the current federal costs of neonatal 
intensive ca^ for low-inconie« low birthweight infants., 
// / 

// • ^ 

// - ' 

// . 

// / • , 

// - 

// 

// ' 



♦ Ofi the 3.1 mill'ion total births annually, 7% or 230«000 
are low l>irthwei^t infants (2500 gms or less). NaticAal 
Center for Health Statistics* Monthly Vital S tatistics Rebbrt, 
Final Natality Statistics . 1975-i$M risU. — 1^1 o£ those low 
birthweight infants are very low birthweight. That percentage 
is increased here to 25% for Medicaid eligibles and '30% for 
Medicaid ineligibles to account for tl?e fact that the very - 
. J.OW birthwBi'<g(h^ sate among Black* lovr-income women is t%io ' 
to three times' the rate for lAiites, Budetti at 13* and the fact ^ 
that the Medicaid ineligiblos are at a hi^r risk "xif delivering 
very ^low birthvfeight infants, because they receive little or 
virtuality no prenatal care. . further, these percentages reflect 
a very small portion of the . t^tal group of eligibles and 
ineligibles. ... 
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Tabltt 2. 



Federal Coete of Neonatal Intensive, Care 
of Low Birth%»«ight Infante 



Birthvgt. Preq. 
(gme) C%) 



11500 
1501-25 



No. of \Mi Infante Coet/ 
infante** requiring ^"f*"^^ 
(95,400) NICU*** i$) 



100 
32.8 



Total 
Coettt 



25,650 • 
69,750 



25.650 
22l878 



20,720" 
2,090 



531,468,000 
47,815,020 



TOTALt ^579.283^020 



• This column represents the frequency with *«^}«=l^^"^*"^!^i" 
the various low birthweiaht categories^requir* i"^*^^""' 
The 32.8% figure constitutes a weighte^T average of The frequency 
li^c^niago. for birthweights 1501-20Q0 (85%) and 2001-1500 o 
(21%). Korenbrot II at Appendix B. 

See discussion at. 112-113, supra . ' *i . 

*** The figures in this column are obtained by multiplying 

the mSber ^ low birthweight infants by birthweight 

with the frequericy percentage. • ^ 

l^^rX^^ ^^^^^ J5',.fS°,'?so.. 

2000 ($2560) and 2001-2500 W1620). Id. 

tt Number of infknt. multiplied by cost per infani;. 
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^ 2 . Rehospitalization in the Firat Year of Life 

Generally, the first year of life is an age when morbidity 
and medical use are high, and this is particularly true for 
low birtl>iMeight infants. 1 It is not surprising, . then, that 
another major medical expense associated with caring for low 
birthweight infants is rehospitalization. "Rehospitalisation, ** 
as. used herein, is defined as one or more events of hospitalization 
of an infant during the first year^ not including the hospital- 
isation after birth before the infant went hoipe for the first 
tini.2 

-In a study of the rehospitalization of infants,** informa- 
tion on health problems; medical care utilisation, and .develop- 
mentAl' status was obtained f com a large random sample of 4,989. 
infants born to residents of eight tegions' during a six-month 
period in 1976.* Using these data, it was found that 9.1% of 
the total had been rehospitalised at least once during the 
first year. 3 This is within the range of previously repbrted 

. i ' 
* The eight' regions, characterized by a wide spectrum of - 
ethnic and. sociodemographic variables and medical carW environ- 
ments, accounted for about 6% of. the bl^rths in the U.(s. They 
v«rei State of Arizona; 15 .counties ardund Syracuse, in 
Upstate N^w York? upper wyst-side of Manahattan (Certtral " 
Harlem, Washington Heights, Rj^verside); Dallas County; 
Cleveland and surrounding Cuyahoga County; three regions in 
Los Angeles County (Southeastern, Central and Coastal Regions 
and San Gabriel Valley). / 

♦• See 94:7 (thd "McCormick .study") ' / 

1. 94 1 991 , n 

2. 94i992 

3. 94i9^2 ' 
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values .which may vary from 7.0% of infants of affluent ^families 
to 20.0% of those in disadvantaged settings.^ Low_birthwtt<ght 
infants were over twice 38_U'««ly "and very' low birthweight 
infants^A^S'-tiroes as likely to be hospitalized as normal birth- 
weight infant».2 Further, the percentage rehospitalized 
increased with decreasing birthweightj 38.2% of infants, 3,500 
grams or less, experienced at least one hospitalization during 
the first yeac.3 Low birthweight infants also accrued pwre 
hospital days. 4 Hospitalized infants with birth weights over 
2,500, grams averaged 7.8 days in the hospital, but this figure 
increased to about 16 days for those 2,000 grams or less at 
birth. 5 Thus', although low birthweight infants accounted 
for 6.4% of surviving one year old infants, they accounted for 
13:6% of those hospitalized and 20.0% Of all hospital days 
among this group of infants.^ see Table 3. 
II ' . 



// 
// 
// 
// 
// 



1. see 94^998? 58t644j li425J p6:425 

2. 94 « 992, 998 # 

3. 94s992, 998 

4. 94s 992, 998 

5. 94:992, 998^ 

6. 94 t 992, 998 
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Percentage Rehospi tali zed. Average Days of 
Hospitalisation for Low BirthWeight' Infants^ 



Birth Weight 
USOO 1501-2000 2001-2500 £2500 »^500 

Tot^lt 4,989 259 660 2,260 3,179 l-*777 

% Rehospitalized 

at least once 38.2 21.0 16.2 19.0 8«4 

% Rehbspitalised 

who were rehospi- ^ - « 

taiised iSbre than 

once during first V , 

year 34.7 39.0 ^ :?5.5 16.5 

\ , ' ^ 

Reasons for rehospitalisation were similar for aX^l birth 

%iieight groups, and only a small set of conditions accounted for 

. the majority of admissions.* 

Using- the average number of days for each infant, rehos- ' 
' » ..1 

pitalized by birthweight, the average cost per infant according 

to birthweight, and tt^e total number of low birthweight infants 

delivered by boUi Medicaid eli>gi^ble8 and ineligibles,** the' 



. * The reasons for admission included congenital anomaly/ 
developmental delay, lower respiratory^and upper respiratory 
tracts, GI tract, accident/ingestions, and other infections. Id . 

** See discussion. at 112-13>' supr^ . 

1. 94x993 Table I 
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curfvnt costs to th« federal governmant are calculated 
aa f^Ilowst 



Table 4. 



Blrthwt. 
<1500 



Federal Coete of Rehoeplta Lisa t ion 
for Low Blrthwelght Infante 



AL08* 
(daye) 

16.2 



1501-2500 12.5 



. No. of 
inf euite** 
(95,400) 

25,650 

69,750 



Pre-! Infante Cost/ Votal 

quencyt rehoep.tt Infantttt coet 

(%) ($) ($) '; 

. 30.2 9,79B 3,92a 38,408,160 

19.0 13,252 1,560 20,673,120 



TOTAL! S59.08l;2Bg 



* Average length of etay. McCormlcX, et al. at 993, Table 1. 
See note ♦,at 112-13 land accompanying text. 

t This colunm represente the frequency with Which infante* in . 
the varioua low birth%raight categories require 'rehoepitalimation. 
Korenbrot II at Appendix B. . f 

.ft Frequency percentage multiplied by the number of infants.-^ - ■ 

ttt Korenbrot II at Appendix B. It ie important to note that 
theee coet eetimatn-vefarto feftoral dollare only. The total 
Hedi*Cal expenses (stateaiirTederal) would be double the figuree 
in the text. 
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;Ta)c«n tog«th«r, the current costs of rshospitaXisation 

•nla neonatal intensive care for low birthweight infants is 
$638,364,300. This sum is compared to the initial savings to 
the federal governnent for providing such care with the 
reduction of, low birthweightx that is, those low birthweight 
infants remaining even after cbmprehensiye prenatal covvrage. 
It is estimated that if comprehensive prenatal care is provided 
to the. 396;000 Medicaid eligibles, 5.5% or 21,780 will deliver . 
low .birthweigh£ infants. ' Of the 21,780, 7% or/1 ^524 will be 
very low birthweig^it; the remainder, 20,256 will be low 
birthweight;* 

It is also estimated that if comprehensive prenatal care 
Is provided to the 186,000 Medicaid ineligibles Who are covered 
fay Medicaid once they give birth, 7% or 12,600 will be low 
birthweight. Of the 12,600, 9% or 1,134 will be very low birth- 
weightr the remainder, 11,466 will be low ^irthweight.** „ ' ' 
11 ' • ' ^ ' ' ' - 
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• . . . , A 

K ^^9"" V** estimated from a review of the low 

•wio^IIS^S^i."!! °£ low-income women thifoughout the. country 
who had had comprehensive prenatal : care coverage. • 
5^l^^31 3% (3.1-2). ^ in Bfinnesota the rate was 

ftro^L^^ /aI^J?'*^ (i09,26) . In the South 

Bron^, 6.3% (44.32). In California, 3.9% (91*52-59?. 

, supra. — - note 
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' gov«rnm«nt i«. thus caopaUd 



Exp«ct«d Coata to tha Padaral GovarnnMnt 
for Car* of LBM Infanta af tar Co«prah*nalva Prenatal Cara 



MI CO Coata 



Birthr 

><^ig»»t 
(gna) 



Praq. 
(%) 



1500 100 
1501-2500 « 32.8 



No. of LBW 
Infanta 
(34,380) 

2«658 
3l«722 



Infanta 
raquirlng 
NICU 

2*658 
10«404 



Coat/ 
Infant 

(9) . 

20,72b 
2,090 



Rattoapitaligation Coata ■ 



Birth- 
;i#ai$(ht 
(gna) ^ 

1500 
1501-2500 



Fraq. 

38.2 
• 19 



Mb. of JJBt9,[ 
infanta 
(34,380) 

2^658' 
31,722 



Infanta/ 
' rehoapJ' ' 



1,015 . 
6,027 



Coat/ 
' infant 

t9) \ 

3,920 
. f,560 



Total 
Coat 

($) 

' 55,073,760 
21.744,360 



^ Total 
Coat 

(>) ^ 

3^978,800 
9.402,120 
$13,380,920 



. ^ 1 TQTKUt ^ 590.199,040 

. In auanary, tha currant coat of providing MICO and r«- i 
\^hbapitaliBatio^i for low birUtt«ight infanta i* $638^ 364.300, 
aa coB^Mirad to tha ajipactad coat of providing auch care with 
tlia reduced incidence of low birthweight reaulting ftom cora- 
prehenaive prenatal care goveraae. S90.199;040. Thia ie . 
obyi^oualy a tremendoua aavinga, given the great Siap^rity of 
coata\ ahd reaults in an initial aavinga of S548.li65.260, 
($638,364,300 - $90,199,040). After aubtracting^ the coata of 
providing con^rehenaive j»renatal care; $187,084,040, the reaultant 
real doUar, aavinga to the federal government i a ^361^081^220.^ 
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The foregoing cost for providing conprehensive preiUtal 
care can probably b« decreased with the use of nursetjnid wives 
instead of physicians in both prenatal care and delivery.. 
On the other side of the equation, the current cost of providing 
NICU and rehofpitalisation is a very low figure .considering the 
conserva:tive estimates that l5% of the Hedicaid ellgibles and 
20% bf the Medicaid ineligibles ^11 deliver low birthweight 
infants. ^ ' ^ , • 

Further, the estimates fbr both NICU and^rehospitalisation 
include only Medical^ costs. Other federal programs . Which pay 
for both intensive care and rehospitalisation include the Crippled 
Children's program and the MCH program, lie MCH program alone 
provided a total of $7 million, or 11% of its total budget, for 
neonatal intensive care in 1978.* Plnally, the federal 
dollar figure does not include the long-terrt costs such as 
treatment and instltutloniilization for physical and mental 
disabilitiee not requiring hospitalisation that are more 
frequently aesociated with low. birthweight.** 
// * 

' . / ' . ' 



* Better Management at Appendix I. 



*♦ Por 'example, the lifetime costs of care for deVelopmentaily 
disabled individuals has been estimated to be between one-half 
and $6 million per individual, 'l^sed on institutional costs of 
$20,000 a year with an average life of 40 yeare^ 129 Cong. Rec. 
(Sen. Cranstcn) (daily ed. Jan. 26, 1983). 
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The prioadlng ••ction d^«onitrat«d th* co«t-«££«ctiv*n*s« 
o£ providing pr«v«ntiv»/ t-«n«tal car* a« caqiarad to prwiding 
onlY^two types. o£ costly traatment for low birthwai^ht infaiita. . 
Thara axiatr howavar, aavaral othar long-tarm coata to tha / 
infant. ita^£amily/and to aociatyaa a Who la that ara aaaociatad 
with low birtjfwai^t, which furthar .trangthan tha^ coat-a££activa-. 
naaa argument/ Varipua atudiaa have aho%m that While there haa 
been an liiiprova»ei»t in tJie prognoaia for li£a and norinal devilop-^; 
,wnt £or low birthwaight infanta ainca the 1^60a. the incidence of 
both major and minor! haiidicapa ia atill high.^ . 

1. Developmental Delay/Congenital Anomaliaa . 
LOW birthweigh^ haa been diractly correlated with a high 
riak of aevere Impairment and severe deVelcpmentar delay.* 
In'a follow-up of the McCormick atudy,** data was collected to 
measure the incidence of delay/congenital anomalies among . 
auryiving infanta at the end of the firat year of life. 2 
Reaulta of the atudy ahowad tn«»t from a .total of 4,377 .infanta, 
14.3% of very low birthwei^tt infants : (less than 1500 gms) ^ 
were severely impaired. boiipaMd to 1,6%. of normal birthwiigKt 

^i^nt^c ludea^ng;nital anoSliea auch aa mental ratardation. 
S^ LnteoSa! majo? cardiac malformationa. cqngenliial. cataracta 
STc^tlS^tS^MU. ;M(^ impairment includ«^LafV palata. 
SlubfSt, and hypoapadiaa (urethra open sxternally-down midline) . 

Svire dei^mantal delay ia baaed on 
and fSTSStor activitia. (.coring j-" ^iS?aI°iaSy 
develdf>mencal indinea. An. axvnpl* i» cerebral palay. 

►••See 94x991 , 



1. 38tB:> 

2. I24t363 
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Infants (roor^ than 2500 gms).^ 

Depending on the MVerlty of . ImpalriMrnt, both federal and 
■^Jte governiaente incur major expenses caring for the medical 
and ^nmedlcai needs of Vhe developmentaXJly disabled, such as 
expenses of InstltAitlon^llzatlon, generic services, and special 
educatlpiS of the developmentaXXy disabled. For InstltutlonaXleed 
caiC« aXone* It has been estimated that approxlmateXy,.$3X5«250 
wllX be Incurred per case (X982 doXXars).* 

AXX XeveXs of deveXppmentaX dlsabix£ty (severe^ moderate, . 
or wild) can be^lnf Xuenced by prenataX care ahd blrthwelght.^ 
The many and varied costs of treating and oaring for* develop* 
ment^^ Xy disabled 'persone can thus be -^voided by ^preventing the 
Ihoidence of low blrthwelght through cooiprehenslve p^natal 
^are.. 

^Jf 2. Physical Handicaps 

Among the most common types of physical handicaps suffered 

* Korenbrot II at Appendix B. This estimate la based on the 
present value of 20 ye^rs of InstitutlonaXlxed care for 95%^ 
of the severely delayed and generic' services for the other 5% 
not InstltutlpnaXlsed. Costs of eare In the future %iere dis- 
counted at the State Trelisurer^s^rtfollo rate of Interest 
of 10% per year. Id. 

It should be noted that "severely developmahtally delayed** 
^as defined In Korenbrot II dlfferl from the definition used In 
Shapiro, et al. In Shapiro^. sever^vjLnpalment Included con- 
genital anomalies other than mental retardation %4ilch nay n6t 
warrant InstJ^utlonallsation, ^ereas Korenbrot focuses, solely 
on developmrtStar disabilities requiring Instltutlonalisatlon, 
vftilch accounts for the 95% rate of Instltutlon^llsatlon. 
Korenbrot II at 5. ' « 

2. 94 V • 
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>y low.birth%«ight infants are blindnaae, daafnaaa* and "ajor 
and minor birth defects.^ Racently, incidiineuj»"o£ nodarata to 
savara daafnaaa of 1-1.8% hava baan raportad in vary low birth- 
wat^t infanta. 2 siindnaaa «aam« to ba tha moat pradominant 
of physical handicaps.* In bna atudy, tha author aatlmatad 
that in 1979, 546 infants %«ra blindad from ratinopathy of pra- 

. maturity (ratrolantal fibroplasia) in tha U.S.^ Blindnaas 
rasults from oxygan baing appliad to raauscitata and maintain 
pramatura infanta of low birthwaight during tha naonatal pariod.** 
Tha bipod vaaiala in tha ratina conatrict in raaponaa to a cartain 
dosa of oxygan and blaading and t'isaua injury rasult in scarring 
(cici^tricial disaaaa) %rtiich may prograaa to causa blindnaaa.*** 



I 



♦ of 7% of low birth%#aight infanta Who had inaolubia phyalcal 
problams, 6% had blindnaaa. KCMOps at. 349. / 

Id. Apart frao ratrolantal fibroplasia* thara ara aavaral 
pfchappotantial long-tarin haaards of cartain intarvantlori tach- 
niduaa uaad in naonatal intanaiva cara, adding, to tha coata 
aasociatad with low birthwaight. Infanta undergoing phototharapy 
hava baan 'found to aiiffar from lactoaa; intolaranca* diarirhaa, 
akin raahaa* and dahydration. Daapaning Crisia in Haalth Cara 
at 144; Bnvironmantal haaards with tha intanatva cara nuraary 
aoch as aralaaion. of vinyl chlorida gba* axpoauta to microcurranta 
and radiation from portabla x-ray unita ara dangaroua to infanta* 
Id.^ "dthar hazarda includa radiant haatara, alkali tiwrapy, high 
nolaa laval of. incubatora,- and artarial cathatariaation. Id. 
, Saa also Stavla, R., Kraua A., Maonatal Intanaiva Cara , Clinica 
TiTParinatalbgy (Mar. 1980). 

Rhalpa at 925.^ Thia occiura primarily to vary low birthwaight 
infanta (laaa than 1500 grams). According to Phalpa, thara ia. 
inauff iciant information about tha amount of oxygan Which will 
caiiaa blindnaaa* and vary oftan thaaa infanta of tan stop braath- 
ing or raquira raapiratora naonatally, nacasitating uaa of 
aubatantial ampunta of oxygan. 

1. 80tB7 , 

2.. ^3BtB7 

3.^11 
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Th0 cost of trsating and caring for the blind » thu dsaft 
and tlioss %idth birth defects that affect their productivity is 
difficult to calculate, but is certainly ons of the costs 
associated with low birthweight. Of importance is the fact, 

- that -nielps; author of the aforementioned study, emphasised that> 
the ^nuiriber of cases of blindness in these infants will continue 
to rise until prematurity and low birtliweight can be pre^nted. 
since this disorder is caused first by prematurity and only 
sscondarily by oxygen.^ ' ■ 

■ ^ 3. • Learning Disabilities . .7. . 

Infants with low birthweight tend tb have diffi^lty in 
school»2 School failures have been noted in 30% of len year 
old children of normal intelligehce with a birthwedgh^f less 
than 1500, grams. '3 th/t consensus of opinion -from , the ol^e % 
surveys leaves no doubt that thi? -low birthweight c))ild'and 

- particularly the vrf^y low birthwei^t child was at considerable 
disadvantage in the school . classroom, even When no clinically 
detected handioap was present. 6 

A delay in speech development in low birthweight infants has 
also been documented. 5 in testing 96 infants at five years of 
age, researchers foun^ that 33% of the boy^ and 26% of the girls 

had delayed onset of speech. At school age 31% of the boy e* and 

c 

18% of the girls had severe speech defects vrtiich included both 
receptive and expresaive parameters of language. The normal 
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r'BChobl population had a l.SI Incldence'of speech defec'te* School 
perfonoance of 50% of the boys and '36% of the girls waa not 
satisfactory ' , . 

._ jJPhe costs of providing special education, testing, and 
medical treatment to improve or overcome learning ^ieabilities 
are thus another long-^ttBrm co8% associated with low birthweight. 
4* Intangibles 
Low birthweight also produce*^ Mvgjc*i-^her .adverse outcomes 
t^ich result in less tanyible costs, but vihicVi must nonetheless 
be inclined in the aggregate cdsts to the infarit» its p^irents, 
aiid society in general.^ For example, studies have revealed 
that low birthweight infants vrtio require n«onatal intensive 
care have the^ lowest interaction 'with mothers with weaX .social 
support systems.*^ Tlt^se mothers visited least, touched 
least, and were least concerned about the development of their 
oftsi^ing/ This' creates the potential for serious long-term , 
relAtionship problems betv^c- mother and child. Similarly, 
because lovP birthweight infants are Xwice as likely to be 
rehospitalised' titan normal birthweight infant:*,*** they must 
be separated from their parents for extended perioJs. This 



* The following ie an illustrative list of problems reportedly 
associated with low birthweight. It, is not intended to be an 
exhaustive list of long-term problems since -.they are not fully 

' Known. 

** High-Risk Follow 4^ at 3. This included familiee Where 
the fathers were abusive, had abandoned the family, 
or ^he couple w«re in the. process of separation. 

••♦-See discussion at 117-119, ftupra . 

1. 80 . * * ^ ■ . : . . 
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phyiicaiafifpa^tion pr« vents the normal parent-infant interaction 
in tf»e earliest days of life Which haS been, found not only to 
shape behavioral patterns, but the Al«ctroc^emical circuits of 
the thinking process as well.^*^ ' , 

A few studies report the correlation of low birthweight 
to child abuse. One study showed that JLow birthwei^t babies * 
comprise 23,5% of repoi;ted child abuse o« children %^o are 
less than one year of age. Among the factors precipitating ^uch 
abuse were Wologically impaired infants, limited Bareflt-infant 
contact during the nursery period, and stress resultiitg from 
limited resources to care for tha infant.^ Another study 
found that of 255 Infants discharged from a regional newborn 
intensive care unit to ttieir parents, tetv {or 3.9%) were sub- 
sequently reported as' victims of maltreatment 'during the first 
year of life. Some of the family jpsychoeocial characteristics 
8ignificantly\associated with the maltreatment included soc^^l \ 
isolation, famiiv history of Child abuse and neglect, inadequate' 
child care arrangem^ts, and serious marital problems. Mal-^ 
treated infants %#ere lesk nature at birth and ^ad more congenital 
defects'tfian' their nurpery^atcn. Finally, there was less 
famlly-\nfant contact during tiKe. prolonged nursery hospitalisation 
in families in Which maltreatment eventually' occurred. 3 
// . " ' ' 



1. 22x4, 39<109 

2. 22:4, 74x15 

3. 69x629 
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other emotional problems Include the stress and strain 
of c-rin4 continuously for the infant? the shock of having to 
cope with an abnormal birth? prolonged parenting demands with 
little responsiveness from the infant? and atypical sleep-wake 
cycles. 1 How does one measure the -cost** of being normal or 
the diminished quality of parenting experience? Further, how 
does one measure ^the "cost- of trauma suffered by a Amily that 
-must .Witness a neonatal intensive care episode? Thus, an incalr 
culable cost is the tremendous human suffering that occurs from 
care and treatment of a low birthweight infant. 

In the end, .the financial ^'osts are ultimately born«f^by 

society. Even iSiTH-tmpaiwpen^^ low^birthweight 
may affect the lifetime productivity of a p-irson. necessitating, 
dependency on unemployment or welfare stipends. Also, iwny 
• families burdened with large hospital bills may themselves 
forced to enroll for welfare. These costs are wasteful and 
unnecessary, especially When it Is clear that they can be 
substantially reduced through prenktal care. 
F. Efforts to Reduce the Incidence of Low Birthwei'ght 
Have Been Stymied ' by Federal Program Cutbacks in 
the Reagan Administration . - ■ • 

Many federal programs and services aid In reducing the ^ 

- incidence of low birthweight, and-,"in turn, reducing the federal 

co8iJU-»€-t:2rring for low ^>irthweight-asscuc:iated illnesses and 
-. long-term problems.. Yet despite their proven success rate 
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and cost-effective oess, the Reagan admlnl8tr^Lion is deteruined 
to reduce federal spending or eliminate altogether thuse programs 
The administration's policy I9 not bimply foolish. it dis- 
astrous. Any savings to be gained by cutting these pxograraa 
will soon be consumed by the tremendous costs relating to 
low birthwe.ignt that the government wi > 1 ultimately pAy. 

TTte .x>8t disastrous cuth cKs and regressive chances In 
federal programs include the followinqi 

- no* allowing federal AFDC assistance to 'motherr pregnant 
for the first tine until their sixth month of pregnancy. Pre- 
viously, states coulc*. claim federal reimbursement for AFDC for 
these mothers froip the time the pregnancy was medically confirmed 
Half the ata' as did so.- In addition, in n^any states federal 
assistance Is no longer provided fo"^ medical benefits for the 
unborn child. Therefore, women pregnant for the first time have 
not only lost AFDC benefits, but also essential medical care.* . 

- for hundreds of thousands of pregnant women' the Medicaid 
pr9gram pays for prenatal care and delivery services. Although 
the Reagan Administration proposed cutting a total of $11.7 
billion out of M«tdlcaid over four years.. Congress passed $3.1 
billion In Medicaid cuts in FYs 1982, 1983, and 1984 under the 
Omnibus Reconciliation Act of 1981. For FYs 1984, 1985, and 



* • Children 's Defense Budget at 82. A large proportion of first- 
tirae pregnancies are due to teenagers and unmarried v/oroen. In 
1977, %^en 7.1% of the babies weighed 2500 grams or lesu at 
birth, ^11% of the babies born to adolescents under 18 years 
vKttre low birthweight babies. Better Health at 8. In 1975, the 
proportion of low birth%«eight infants among babies born to un- 
married women was about twice as high as the proportion among 
babies born to married women (12.9% v. 6.5%). Id. at 17 There 
is some overlap, in that half of all births to unmarried women 
are to teenagers, id . , but the Incidence of low birthweight 
infants among these two groups is still above the national 
average. Denying benefits to first-time pregnant women will 
therefore result in an increased incidence of low birt.tweight 
infants who, as discussed earlier, will require greater costs 
in long-term care. 
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19fi6, the Administration has proposed cutting an additional 
$1.9 billion.^ 

/ - despite several Administration proposals to terminate 
WIC as a separate program and merge it into the Maternal and 
Child Health Block Grant, WIC is one of the few pr6grams 
that has managed to escape budget cuts to date. However, 
WIC is still not free fron further attacks. ,The Administra- 
tion's FY 19B4 budget proposes to hold the WIC program at the 
a&mtt funding level as in FY 1983 without any provision Tgr 
inflation or rising costs to the program and despite the 
hundreds of thousands of women, infants, and children on 
waiting lists for this program 



** 



- in FY 19B2 and FY 1983: the Adninistration proposed 
abolishing the Community and Migrant Health Cente»s and F^ily 
Planning Programs and replacing them with block grants. at 
9 decreased funding levels. Presently, both programs are operating 
A at FY 1982 funding levels. For FY 1984 the Administra-tion has 
10 proposed treezing funding for the programs and again trying to 
include them in a block grant. 



12 ♦ Childr en*s Defense Budget at 68, 78, In the decade before 

Medicaid, l.ifant mortality rates changed very little. Following 
enactment of Medicaid, infant mortality rates fell sharply: 
from 25 deaths per 1,000 livfe births in 1965 to 13 deaths per 
l,OOQ*live births in 1979. Maternal mortaUty rates have also 
dropped significantly. Id^ at 67, While many factors may 
have contributed to the decline in rates, it is certain that 
Medicaid played a large role by making coverage of prenatal 

16 1 care and delivery accessible to the poor. 

17 i r>,Ild ren'a Defense Budget at 130. WIC is one of the most 

I . successful ot all federal programs. A study conducted at the • 
IS 1 Harvard School of Public Health found that VIC caused a marked 
reduction in the incidence of low birthweight inf-nts. 
found that, because of the reduced^incddence of low birthweight 
Infants needing extended O^ospital care after birth, each 91 
spent in the prenatal ^component of WIC actually averted ^3 in 
hospital costs. Id. 
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Children's Defense Budget at 70. In 1981, 827 community 
health centers provided comprehensive care in the. most medically 
underserved urban and rural areas of the^tion. In addition, 
some 128 migrant health centers reached familied in the migrant 
stream--a population in which almost 20% of women, four times 
the national average, receive little or no prenatal ^are, and 
in which nearly hjjlf of all women «*P«:i«"«** 
out-of-hospital birth'. Studies have shown that community and 
migrant health centers deliver care that is high quality and 
cost-effective, and can reduce hospitalization rates between 
25% and 44%. Id. (footnote qpntinued on next page J 
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- devastating cut* in APDC took effect in FY 1982 and FY 
1983. The Omnibus Budget Reconciliation Act of 198r slashed 
the federal APIX: program by slightly over $1 billion for FY- 
1981. Conblned with a resulting loss in state matching Junds, 
this constitutes a total AFDC tfut of almost $2 billion. Then 
the Tax Equity and Fiscal Responsibility act of 1982 cut federal 
expenditures for AFDC by an additional $85 million for FY 
1983.* - ^ 



- the Maternal arid Child Health Block Grant** was created 
and funded in FY 1982 at $373 million, ah 18% cut from 1981 
appropriation levels. The MCH Block Grant's FY 1983 funding 
is froeen at the FY 1982 level and the Administration intends 
to maintain this level for FY 1984.*** 

il , ^ 

II - ' 



j[ footnote cont'd.) 

During 1981 over 4.5 million young women and mothers 
^received family planning and health education services at about 
5,000 family planning sites nationwide. In addition to 
delivering important health services, the programs yield a 
docuraerted- savings of $1.80 for every $1 .00' invested, id. 

* Chi 1 dre n ' s -pe f e nse Budge t at 81. Welfare administrators . 
report, that 10 to 25 percent of the families that lost AFDC 
due to FY 1982 cuts subsequently had to return to AFDC support. 
Many of these families previously had received ->nly partial AFDC 
grants due to earned income, and returned to the rolls When they 
lost jobs. Id. at 85. 

,** This block grant, which has been implemented bv all 50 states 
combined the previous Title V program, see note 106, infra , with 

six other specialised programs Sudden Infant Death Syndrome, 

t^ad PaintsJ>oisoning Preven'Mon, Genetic Screening, Hemophilia 
Treatment, Adolescent PregMAcy Services, aa^&4pplemental 
Security Income Rehabilitation Services "f ^Disabled Children. 
I^. j at 69 . — — — > 

*** Children's Defense Budget at 69. In 1980 the Title V 
Maternal and Child Health and Crippled Children's Program 
reached nearly 12 million children and mothers with services 
ranging from basic prenatal care, checkups, and immunisations 
to the most sophisticated types of medical care for high-risk 
newborns and children suffering from handicapping conditions. 
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The two mo«t cofwnon Jgstlf icetlon* for these cutbacks 

and chi^ijee'are (1) to eaj^e the government money and (2) the 

r^tee will provide a "naji^ty net" .to fill In the gaps left 

X^bllllons of federal social program cgtbadks. The foregoing 

discussion on the comparative costs of prenatal care and 

low' blrthwel5(ht-related expenses -clearly ehows that even if , 

p . .. 

the government saves some money by cutting back on these programs. 

In the long run the government will spend much more to treat 
the conditions It has created. 

The second justlTlcation is a myth. Jn fact, most stiites 
are neither willing nor able to replace the services and programs 
provided by the federal government. Many of the states,' anti- 
cipated year-end balances for FY 1983 show either substantial 
deficits or po balances at all.'l Every state has reduced 
its Medicaid program for mothers and children by cutting back on 
•ervlces or milking eligibility more difficult to obtain or 
both. 2 Forty-seven states reported cutbacks In the Title V 
Maternal and Child Health Block Grant prograij^ through restric- 
tions m eligibility and/or services. 3 m 1982 human services 
qfflclals from 55 cities nationwide ranked health care programs * 
as .the most common area affected by federal budget cuts.^ ^ 
With fewer federal and state dollars to aSmlnlstei: these programs. 
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it takes no stretdh of the inagination to realise that state 
•nd^ocal governnents will shift program support from preventive 
care to crisis acute care, since preventive care is elective, 
«acute care necessary.* The Reagan Administration is there- 
fore Engaging in wishful thinking to suppose that the states 
will fill in the gaps left by federal cuts. 

In sunm&?X' it is ironic ^hat the Reagan Administration 
perseveres in its 'efforts to reduce federal spending in programs 
and services that have proven' to be successful and cost-' 
effective. These reductions leave many women and,^ children 
without access to care and at increased risk of illness/ 
disability, and .death, the cost of %«hich will ultimately be 
borne by the federal government. 
7/ 

ff . * . 

// 

// " 
// 

// ^ 
' 

// ■ . 

// • 

// ^ 



Korenbrot II at 1. 
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VII. RgnferiMS THE suRggOM gebeWs . to cgig^Ja 

QgHgRAL'S ABP TBt SELECT COtOCTTEE'S 1980 COBCLP7 
Slows m MXTERHAL AW) CHILD ICALTH, TOE CURREBT 
ADKIMISTOATIOII SETS POLICIES^ PESTIMED TO IMCREASE 
' IMFAMT MORTMJTY AHONG THE POORj AMOgg; MINORITIES,* 
TlMi federal government wa. thri^ told in- 1980 by mith " 
author! tie. a. the Ccwptroller General, the Surgeon General, 
and Congre.a- Select Panel for the Pronation of Child Health 
that the nation', capacity to .-educe the infant mortality r^te 
and the racial infant death gap wa. ea.ily in gra.p. The . 
current ^dmini.tration. coming'^Sfr^ the heel, of the.e finding, 
and blinded by it. unique, philo.ophical prediliction., nonethe-. 
lee. di.carded theM conclu.ion. and, in the process, di.carded 
ihe live, of hundred, of babie., moatly podr and moatly Black. ^ 

in January 1980,. the Conptrollet General reported to qon- 
gre.. on. Better Management aiid More fmmotrccmn Needed to 
Strengthen ' Federal Effort, to Improve Pregnancy Outcome. 
Shortly thereafter/in the Fall of 1980. the Surgeon General ' 
i.eued Proiiiotinq Health/Preventing DijeaM Which' e.tabli.hed 
health goal, for 1990 with very opecific objectives for pregnancy 
and infant health. The Reagan Admini.tration ^a. formally 
embraced thew objective., inclu'iing the goal ^f reducing ^ 
Infant mortality to 9/lbOO by 1990.1 Finally, in Oecertber 
1980, the Select Panel for the Promotion ot Child Health 
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issued thrse volunss «ntlUsds Betf r H— 1th for Our ChiXdrnt 
A Hational Stratsgy . ^ 

Each report focuses on the Ukilted States' relatively high 
overall infant mortality rate« on the racial death gap« and on 
low birjj^ weight ae tfee primary target if the proepepte for in- 
fant eur^ivaX« eepecially for minority, infants* are -to be 
improved. Each ssts "forth the same solutions and the same 
priority s access to compr^snsivs prenatal care fbr all' poor« 
pregnant women. 

____J5pecifically, after surveying many^experts and stats ^ 



authorities « the Comptroller Genial rsported^s "findings s\ 



**Women who receive ■ inadequate prenatal: care are most 
likely to have undsr%#eight babies (a characteristic 
associated with, nearly two-thirds of infant deaths), 
although other facts (sudh as mother's age* education* 
socioeconomic level, etc.) also influence pregnancy 
outcome.' Although it is not always Icnown whith factor 
has the greatest influence, authorities continually ^ 
stress the critical . natige ot i prenatar care , state HCH 
directors responding, -to our questionnaire indicated 
that eTOgmdinq or improving , prenatal care ssrvices was 
their highest prToriiy f or Improvlnq pregnancy outcorfe . 
M.SO, accprdlng to DCHSTBureau .of Community Health * 
Services]; . 

'Pew h^ith activities have as. much potential * 
for promoting health at crucial noints in the 
cycls. While project may find the delivery of J 
these services expensivs* their effective provision 
can ultimately reduce some health* care costs and can 

?reatly improve the quality'^ of life for many patients. 
Emphasis supplied.]. ^ 



The Ccmptroller- General then proceeds to describe the sfieci- 
fic. changes and inprovenliBnts necessary if federal programs are to 

■ ■ e 
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insore adequate prenatal care for all poor, j?regnant vKjaen. The 
list is not new: quite the contritry, it reads like a wiai-worn 
litauyj^oee words have been repeated so often they are, appar- 
ently, no longer heard. While "preventive care" may lack the 
'catchy ring of "new federalism" or "right to life," preventive 
care is the Known solutioitvto the primary condition associated 
with infant mortality, low^birthweight. . Solicitous sent iraents 
are no substitute for real solutipns. 

Similarly, the Surgeon General described the same problem 
and prescribed the same solution, i,.c., prenatal carej 

"Assuring all infants a healthy start in life and 
enhancing the health of their mothers are aroc^ng the 
highest priorities in preventing disease and pro- 
- iwjttng^-he^lth — !rhe_ principal threats to infant health 

are problems associated" witJi "low bi^*h-4(<*ei^.t-,airi^ 
birth defects Which can lead to lifelong handicapping 
conditions. Of particular concern-lure the^isparities 
in the health of mothers and infant^ that exist betvwen 
different population groups in this country. These 
differences are associated with a variety of factors, 
including those related to the health of the Jnother^ 
before and during pregnancy as vrell as parental socio- 
economic status and lifestyle characteristics. Although 
the precise relationship between specific health scrvice-i 
and the health status of pregnant women and t)ieir infan'.s 
is not certain, the provis ion of hiuh quality prenatal 

obstetrical, ^ti-"- preventive services 

during the first year of ilf^. can reduce a newborn s 
THFof illness and death . •Of particular concern are 
atiole scents, whose infants experience a high degree of 
low birth weight and whose health problems should be 
addressed in broad context taJting into consideration; 
• social and psychological implications."* [Einphaais 

supplied.'] 

The Surgebn General, then set- health goals for 1990. They 
include reducing infant mortality to 9/1000 for the entire popu- 

— ^ . • • • ■ 
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l«tion^and for the minority population to 12/1000. Tha latter « 
If achieved, vould reduce the current rate for mlnlorltlea by 
sot and* In many localities, by 100% or ioore. While the Reagan 
Administration has formally adopted these goals « It has repudi<!> 
ated the only recognised^ metms of reaching these same objectives. 
Specifically, the Surgeon General recommended as a "strong 
priority" J 



" — ^arly and continuing prenatal care* particularly^ 
for those at greatest risk — poor, poorly educated 
viotam, those near the beginning or the end of their^ 
reproductive age^ those with previous pregnancy loss 
and those Srlth recent pregnancy; 



— systems of care that reach everyone %rlth basic ser- 
vices, emphasising advantageous personal health* 
behavior and including outreach, education* and easy 
access to ccnmunity-based services without social* 
economic, ethnic or time or distance barriers. **! 



yet7"the--curr«nt- admin4.straLtipn h^^ or destroy^ 

the very federal health programs %^ich cbu^d have fulfilled 
these objectives. (See discussion supra , pp. 120 - 133) 
In their place, the Reagan Administration offers the "volunteer- 
ism** of 50 organisations who. have launched a "Healthy Mothers/ 
Healthy Babies" campaign, albeit well int«indedi 

, "— To supply information that encourages healthy hciblts 
^ for pregnant women and women planning pregnancy. 

— To motivate pregnant women to protect their health «. 
through regular prenatal care and good nutrition. "^ 
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Encooragtng waen to •••Ic prenatal car« When non« is avail- ^ 
«bU l» a futlU •xereiM which, given the devaerating conse- 
quences of little or no prenatal care, border* on the eadletlc. 
Yet, this -private-public Initiative'^ conetltutee the entire . 
Reagan effort >to reduce Infant wortallty and to achieve the 
Sorgeen General's 1990 goal. 

FinallyJ in late 1980, the Select l»anel for the Promotion 
of- Child Health iSel'lvered its three volune report to Congress and 
D«S. The panel's mandate v«s to examine the state of -children's 
and expectant 'mothers- health, and to recommend legislative 
and adJiiniatVative actibn.Where necessary to improve the national 
health profile. In ita f Irst^eKipter Identifying -major con- 
cerns,* the pane^. stated the casa fOr widespread access to 
comprehensive' prenatal caret 



-The potential benefit* of preventive care and h*alj:h . 
proootloo are especially great fbr mothers and young^\ 
children... The main problem, therefore, is not 
that we lack effective preventive care techniques to 
assist infants, young children, and pregnant wom|n, 
but that techniques of :kn6wh-ef fectiveneaa stlll have 
not been applied widely enough... prenatal -^^^ . 
is clearly related to positive ^reonancx outcome. Many 
oi tKiTTsWrassocl^tea with low birth weight, can be 
identified in a first prenatal visit, and steps can be 
taken to prevent or correct them. Conversely, late care 
or no c'arris assocUted wUh low bltth weight. Increased 
prematurity rates. Increased stillbirths, and Increased 
^wborn mor.tallty. A pregnant woman who 
prenatal care Is three times as likely as <»tj«f '^^^ 
a low birth weight baby. tone, weighing less than 2,500 ^ 
grams, or about 5. 5. pounds). In W?. neonatal, PO»J- \ 
neonatal, and. Infant death rates were four tlni^s higher 
* Ik 
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for babies born to women who rece»ived. no prAlktal care 
than for those receiving at least some care, [footnote 
deleted.] 

t 

Despite the ef fectlveiiess of timely prenatal care« 
almost 10% of all pregnant women re-^'^ive none at all 
or only belated (third trimester) ^r^. There ^percent- 
ages are Significantly higher among poor« blacky adoles- ' 
cent, and iinsyarried wotcen, those in rural areas* and 
these over 35 — the very groups nK>st likely to be at 
-hjLgh risk from other- causes. "i . [Emphasis supplied.] 

, ( . , . •' 

The re'nedies petitioners seek are« in great part* an up- 

■■ ' ■ ' 1 . . 1 

Catxtd version. o^ the Select Panel's recommendations. Petition- 

ers*> proposals are* if anything* more modest insofar as peti- 
tioners emphasize administrative decisions tailored to the 
.current structure and funding of federal health programs, ratter 
than seeking legislative changes. 

The goals fNthen, of the Select Committee « the Surgeoa 
<3eneral« and the Comptroller General are identicals a deduction 
of the hi^llvfates of infant mortality among the poor through 
insured acces^^^ comprehensive prenatal care. 

This adminisotation contends that its poor standing in the 
Black community stems from misihformation arjd bad press. -For 
the t1>ousands of Black parents^vrho needlessly lost their babies 
in the past several years, no amount of improved public rela- 
tions can fill the en^tiness they feel, ^ction — a solid pro- 
gram of preventive care a:vailable to all pregnant* poor womevi 
—will speak louder than words. 



138x23-24 



256 



/ 



254 



1 

. 2 
3 
4' 
.5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 

21 
22 
23 
24 
25 
26 



VIlX- -REMEDIES 

m 

A« • I ntroduction. 

! ■ '■ \. * . 

Pct,ltioners seek a host of administrative remedies which, 

'alcan together, could better insure that .all poor, pregnant 

women have access to comprehensive prenatal care • Some of the 

proposed measures merely seek clarification and elaboration of 

options currently available to th€f» states Which, despite their 

obvious. cost-effectiveness, have not been implemented. *■ 

Through aggressive leadership and careful coordination, the 

federal government coMld encourage the states to impliBment 

changes Which would maximize the use of both federal and 

state dollars for .maternal and child health? Other proposed 

measures %#ould mandate standards for •comprehensive preaatal - 

care and insure. Wherever possible within the limits of 

federal authority, thrfir implementation. 

Initially, petitioners set forth a proposal for extensiv 

coordination among current programs through the appointment^ 

of a Select Coordinator. The petition's remediejt-fgplP^then, 

.^scus8fe4 programatically under Title V, Medicaid, EPSDT, and 

nurse-midwives. Finally, petitioners propose a national ^ 

education campaign* 

B. Coordination • ^ 

Despite continuing, resounding exhortations from- all 
corners of the health delivery system and from oversight 
agencies for improved federal coordination of health program 
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serving low^income pregnant mothers and lnfaints« the need 
remains unfulfilled. Yet, buch coordination would be cost 
effective by eliminating duplication and ensuring that assis- ' 
tance would be targeted to theytpw inooci»« high-risX pregnant 
women and infants %4to need it most. . 

Accordin9).y« petitioners request the institution of 
the following measures v4)ich H!IS is empowered to implement 
through its rulemaXing authorityi ' ' > 

^ a. Designation by > the Secretary of Health 3nd Human 
Services of a Select Coordinator for Improving Pregn&ncy Out- 
come. The Select Coordinator, formally designated as Deputy 
Assistant Secretary for Maternal and Child Health, would have 
jurisdiction over the Health Care Financing Association (Medicaid) 
the Bureau of Health Care Delivery and Assistance (Title V, MCH, 

and Title X, Family Planning) the Office of Human Developmi»ntal * 

o , 

Services (Title XX, Social Services BlocX Gran4:B)« the 
■ '•' ■ « • • 

Office pf Family Assistance (Social Security), and community 

and migrant health centers (Public health Service). The» Select 

Coordinator, appointed with the participation of petitioners 

and other interested persons who represent the high-risX* ' 

population^ in question, would have funple influence and authority 

to coordinate all programs and funding sources serving low " 

income mothers and infants and would provide leadership in 

.the following areas: 

(i) help- develop the national education campaign 

(described infra , pp. - 153 - J.55) to promote the 
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use *of l»«alth care •ervices e««ential ,to iwprov- 
. ^ ing pregnaAcy outcome? ^ . ^ 

(ii) develop epccific annual national goals and time- 
t4ble« to reduce low birth weight, particularly 
among low-income and minority motfiere, and re- 
quiring state plans, whether Medicaid or. Maternal 
and Child Health Block Grant^ to describe how 
they intend to roeefsuch goal* and timetables: 

(iii) develop a clearinghouse and i»rovide technical 

t " assistance to assist states in replicating pro- 

grams Which have been effective in reducing 
. ^ " infant mortality and low birth weight, 
b. In addition, the Select Coordinator, working with 
individual HHS agtfncies, should oversee the deVelopmant and 
promulgation of the following rules to en*ure coordination 

of programs t ^ . ' ' . 

(i) the establishment of a uniform definition 

of comprehensive prenatal care, to govern the 
delivery anti financing of maternity services 
' under all programs administered by HHS including 
but not limited to the Maternal and Child 
' Health* Block Graiit, Medtqaid, Medicare, EP8DT, 
Title V,* Title X, the Adolescent Family 
Life Program and Community and Migrant • 
Health Centers; 
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(11) aa a condition of federal f.^'2ancl'al parti- 
cipation, require the State Nadlcafd and Title V 
agencies to adhere to the uniform 
Ccnprehe naive Pranatal Cere definition 
( Infra , , p. 146) In providing or financing 
prenatal care services under these programs; 
111) irequlre assurances from states In their state 

plans that services provided under Madlcald and 
the Maternal and Child Health Block Grant are 
coordinated so thats , 
va) related servlcas will be housed toge;:her 
vAienever feasible In easily accessible 
locations vdth hours convenient for most 
patients} 

(b) pursuant to 42 U.s:c. $ 1396a(a)(lX)» 
State Medicaid agencl.es* shall gr^ant 
qualified p*'ovlder status to all Title V 
providers meeting otherwise applicable 
provider qualification standard8;> and 
pursuant to 42 U.S. C. i 705» shall require 
that all qualified Title V clinical providers 
shall participate In t.he Medicaid Program} 

(c) Title V providers will be requlre-l pursuant 
to 42 U.S.C. i 705» When the services they 
offer ara .less than thos^ offered by 
Madlcald providers covered under HHS*8 
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Coniprehensive Prenatal Service definition, 
to refert * 
. ^ (1) Hedicaia eligibles to othe? Medicaid 

.» providers for such coiopreheneive 

services r and 
(2) for non-Medicaid eligible patients 
to re£er such patients to providers, 
. I ' including providers of in-patient 

services, who. will furnish care at ' 
^ little or no cost; 

(4) Medicaid reimbursef »nt will constitute 
"first dollar" coverage for., all 
comprehensive Prenatal Care services 
furnished by publicly funded providers 
including Title V funded providers, 
^ _ community health centers, migrant health 

centers and providers funded under 
Title X of the Public Health Service Act. 

t- • 

C. ^ Title V V ' ■ ■ , _ 

Since the passage of OBRA (Onnibus Budget Reconciliation 
Act) of 1981 and TEFRA (Tax Equity, and Fiscal Responsibility 
Act) of 1982, th^ federal government' has freqiiently approved 
state plans which. are merely carbon copies of the statute 
and provide no real assurances of meeting the objective, of 
-Ti^le V. TO ensure meaningfuX complian-e, pWsuant to 542 
U.S.C. 5705fO. the Secretary should promulgate rules 
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inplenenting the Title V statute ''which, at a minimum, vrould 

• ' * ., * 

require that a State Plans . 

■ ■ , ^ ^ ' 

(1) is .based on e needs assecsment th^t identifies the 
geographical location of those in greatest need, 
what those unmet needs are,- what providers. already 
exi«t, where they are located, what services they 

, provide and their capacity, what other health-related 
programs exist, and arf assessmeni^'of the transporta- 
e . tion available to reach providers; 

(2) in Assessing which cononunities are in need, 
utilizes a standard ^f "high-risk** w)iich is 
defined by the Secretary in federal rules in 
accordance with conunonly recognised medical 

. standards; * , * 

(3) ' allocates funds to servic^ sites in ^a manner that 
V maximizes convenience, defined by the Secretary 

to taKe into account* location, hours, and , r 
^ transportation services available; * , 

(4.) inclMdes a coordination ptSfi. for services Which maxi- 
misea resources, acconmodates scheduling and tranaW>r- 
tation problems, and ensures thfct patients transferred 



betvMen programs ar^ not. lost; , 
""^5) requires that cljenical providers, satisfy the 
Comprehenaive Prenatal Care definition for 
adequate staffing ratios to insure sufficient 
provision of services; ^' . ' 
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(6) p^vides iojr training and uac o£ caw^unityi putH -.^ 

- : '"jcpach^ %Mrkar*> ^' ' 

(7) conpIiaB vith critaria prowulgatad by tha Sacratary ; 
for aasaMing whathar or not a atata's axpariditura \ 
of Titla V fundt on pranatal BarvicaB i« iraa«onably 
•ufficiant for tha atata to meat Jt« annual^goal 

of raducing tha in^d*nca of low birth waight and 
infant mortality CB(1) (a) Ui), •HEJa^r : 

(8) . asauras that thara will ba- no diacrimi nation in 

hiring; in providing airvicMa, and in clo«urc or 
ralocation of sarvicaa; *^ 

(9) *providaa that data ia collactad to i<Jantify unnat 
naadsi ' ' , ■' \ 

(10). cowpliaa with rulaa Which tha Sacritaryswi 11 
pr(»ulgata inplainaating the "fraa cara" and. 
"•liding scala faa" raquiramaiits oi tha atatuta, 
pV* • Dafinition of comprshanaive Pranatal Cara 

Proviaion of comprahansiva pranatal car. .hoii Id ba part j 
of aach atata plan, Eva ry atata ahould provida adaquata aa..ur. 
ftncaa that it will daXivai:. at a minimum, tha following aar- 
vicast 

- physical axamination. onca.avary 4 weaka for tha firat 
- 28 waaka of pragnancy, ava^y two waaka until . tha, 36th 

%rfeelc and waakly tharaaftar? / 

- rouiina laboratory taat. including blood «gg urina 
analyaaaj 
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screening and eounselii^g -regarding nutrition^ •ubsta.ioe;' 
abuse; genetic,. abnormalities; and family planning i 
. - education on topics* including but not limited to 

tr&ining in labor and delivery* breastfeeding* use of 
medication* infant care and parenting } 

- a psycho-social aiisessroentr ~ ■ 

labor /deli very services ava lable in a hospita^L or < ' : ' 
clinic; ■ ■ ; ■ 

- a follow-up exam- for tl?e mother, \^ich includes 

% : family planning education and services; 

* . . ■ ; ; ; . : ' ■ .!.,-;.• 

a v«ll-baby exam;'. ■ - - ■ .■ 

■ ; . ; : . ' " " ■ ■ ■■ ■ ; • ^ ^ ■ v; ■ ■ .•• v ■■ ■" ■■; ^ i: 

: ^ sufficient ratios of qualified staff-to-patients 

• are maintained to provide; the above describe^^ervices, ^ 
^E»i Medicaid J.-' 'ij-^^'i^'^i - . . .'^-ll" '■"-.'.L'.: ... 

< Medicaid funds most maternal and ch£ld health care needs 
for j>oor' women > in; this country. Repeatedly*: Hedicaid^has* been < : 

■■ ■■.vV". . - - ;. ' :■■ t.--^: ... '■■ : - . r ' : " ■ ■ • ■ 1 . . ■ 

rshown to increase dramatically minority and low-income women's : : 

.- . ) : , '■:.•-),; ■ ^ > ?**■:■. : ■ r ■.■•'-.(■":■' v i ■ •- ; ■ ; 

access to healt^:ca7r'e .Which* .in turn* has significantly: ' i ^ ! 
-improved; their health status and .that of - their infants - 
Severe budget cuts, have reduced the; numbers-.of mothers !and: - > > 
children served just vrtien: the feminisation of poverty has; ; : ' 
produced a > greatly expanded need for health care , coverage , 

.The declining percentage of poor -pregnant ivqraen and. : ^ 
infants covered by Hedicaid^ stems not only from budget cute ' . ; 
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liut if^om^ fedirai goyern»ent>, £ailur«; to encour^* state ' : 
•xtoih»ioh,p£ coyerag* d««pit0 the genuiM TOjit 
of doing »o- Many option* currently available^ to atatea would, 
enable jnuch greater nuidbera o£ low income women and children 
'.to. be eervedi but the federal government > failure to clarify 
<»virs.gt» r^«fib*?litie» h«« impeded the exi>anBion of cbverag«. 
' I»etitionerB request thit HHS fornaily issu^ an eligibility, 
rul^- for pregnant women which would encourage expanei^^ 
. bove rage 'for:^jp5pgnant women ai<6 infanta by clearly delineating 
t^e £ollo%*ing optionor 'V,..; • ■ 

1. Co\'era%e £or Financially Needy Pregnant Women. 
U.S.C. Smed. J(vili) and 42 U.S;.C. I396a(a) 
• (lOHM tiii) enable states to extend, coverage Vtb all pregnant 
woren who do riot satisfy the APDC categorical test ^but; whose 
income and resources are at or below state M-DC levels. T^^^ 
option would cover both single and married pregnant wcxnen, ^ 
thUB halting the nisgiaded federal policy of requiring cbverage 
:'>nly foi. single-parent families, a policy; Which has forced; 
many husbarfds to abardon their wives so that their children . : 
are >t denied health care. . It wculd.also cover first-tiws 
pregnancies, another category v» ich has been Inapprqpwlatety 

limited: " ' ^ "', ' 

2. Coverage of Medically Ncady Pregnant Wc^n and Children. 

The 1961 Mejdicaid air ^dmsnts provide that states can > 
institute a medically ^V^eody program limite^^ to maternity 
care foJT pregnant wo--^ . and ambulatory ^services for children 
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(42 U*B*C* iI39to(a)(lO)),%dthout assuming responsibility 
fori the shtir* medically "c^edy p^ulation* (As such* the/ 
cost of Inatituting a medically needy program for pregnant 
%raroen and children would require minimal* additional 
expenditures* '.Any state which chose to Implement options 
.one. end two would then have a Medicaid program covering^ 
all poor, pregnant women* If, despite the -Kno%m cost- 
effectiveness of such a poicy, a state declined»to 
/fivablish eligibility for all poor, pregnant women, the 
.:^vd4iFraV governrosnt should clarify the following, less • 
comprehensive optiorlsx 

3* Coverage for First-Time Pregnancies * 
While, a woman pregnant for the first time often cannot: 
obtain AFDC; at all or only obtains it during her last trtmester 
Medicaid benefits can nevertheless be provided from the tim- 
pregnancy is determinecs;, 42 U*S.C* Sl396a(a)(10) (C) (il)'(H) * 
This group constitutes, a subset of all f inancially n^edy 
pregnant: wbmen« A stete that declines to expand coverage 
to all financially needy pregnant women- still might choose to 
cover this category, /Which f requent|jc«MOUld -include flret " 
pregnancies of adolescents*, T^nage pregnancy is inherently 
high riskr babies born to those under 15 are almost*' twice 
lifcely to die In Infancy and to be of low birth weight than, 
babies of mothers in their tvfenties.. Comprehe naive prenatal 
care *has consistently reduced theee risks* 
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4. Covraqe for Financially Needy Children and Pregnant Women- 
42 U.S.C;.. *l397a(a)(10)<A)(ii) and 42 U.S.C. fl396d(a)(l) 
provides that state* \i^y cover -financially needy" children 
ae optional categorically needy beneficiaries. These childi^en 
are defined toy law as children %rtio msist their state's AFDC 
financial eligibility criteria* but who are not "dependent" 
as defined by Title IV-A of the Social Security Act. States . 
can cover all of these children and pregnant women or reasonable 
. categories of .such women and children. ^Extending, coverage 
to financially needy children would mean access to much 
needed prenatal ind-baby care. Specifically under this 
option, states could* coJer pregnant, married yoroen and pregnant 
adolescents from two-parisnt families. 

5 , A Hedicaid Standartl for Comprehensive Prenatal Care. 

The Select Coordinaior should insui;e that women receiving 
their prenatal care eithJr through Title V or Medicaid are 
provided comprehensive ptenatal care. The mechanism for 
insuring this through TlfUe V was previously discussed. 
Lie., making comprehenyive prenatal care a component of each 
state plan (see supra/ pp. 144 to 146). An M^ntical 
standard of corapreK^sive prenatal care can be established 
through Medicaid And EPSDT by 'amending current regulation 
42 CFR 440.230(b)/ which requires ^that all Medicaid programs . 
provide services /sufficient in "amount, scope., and duration^, 
to achieve theW purpose, to include the definition of 
comprehensive prenatal care, supra, p. 146. i 



F. EPSDT ( Early and Periodic Screening , 
f Piaqnoais atifi Treetweht ) 

EPSDT provides for regular health assessments for all 
persons under the age of 21. and is mandatorily available to 
All categorically needy Medicaid eligibles. These health 
assessments include. screening, Isboratory work, and approprlat 
, treatment. To insure that these, preventive measures are 
fully accessible, EPSDT requires specific outreach efforts 
and assistance with transportation and scheduling. 

Through clarification of options and establishment of 
^standards, EPSDT could'be psed^,to insure .prenatal care and 
%Mtll-baby care for a nunber of woman and infants who might 
otherwise not be covered. ^ Petitioners specifically propose 
the following! ^ 
* ^* Service Options Under EPSDT ' 

HHS should clarify through regulations that those teen- 
agers normslly eligible fdr EPSDT screening and treatment 
should receive appropriate OB-GYN .services through the program. 
Including family planning services snd. If pregnsnt, prenatal 
care. ' ' . •. 

.// , V ■ ^. V 

// • > 

.// ' 

// . • , . • . . / 
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-.2. Mandatoiry> Cowpr^hensiv Pranatal Caf 
Currently » HHS requires that r a lainimum,; treatroant 
provided through EPSpT include vision, dental, and hearing 
ftervicoe, 42 CFR 440.230. UH8 should expaml the nandatory 
treatment categories to include comprehensive prenatal care 
proviJM for ^all EPSDT eligibility categories. Additionally, 
ccmprehen&Ivr prenatal care should include all of the com- 
ponents' set forth above for Medicaid and Title V, supra, pp. . 
146 to 147. y^^^ 

3. Well-Baby Care and Infant Hospitaligation 
! EPSDT already requires that each eligible baby receive >\ 
neonatal examination, . i.e. , /an exam within the first 28 days. 
Through regulation, HH8 should expand this requirement' .to 
include in addition to the neonatal exam the accepted schedule 
for the entire first year of well-baby care promulgated by 
the American Academy of ^ Pediatrics. 

Additionally, HHS should clarify ..that the neonatal 
examination provided for newborns under EPSDT constitutes an 
EPSDT "screen" which would then permit states to provide 
those infants with unlimited diagnosis and treatment including 
hospital iisat ion. If necessary. 
G. Wurse-Midwlves 

In order to maximize the use of nurse-mldwives in 
providing prenatal care and obstetrical services to eligible 
// ^. . 
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HHS should issue the following rulest 

1. as.a condition of participating in the Medicare 
Program* states where nurse-midyives are legally author 
ised to practice t,o deliver babies should 'require all 
hospitals Which receive Medicare reimbursement to provide 
admitting privileges for tf»ir8e-midwiv&sr i / » 

2. similarly* . in those states Where nurse-midwives are 

• legally authorised to practice to deliver babies, all Hii; 
Burton Hospitals should' be required to provide admitting 
privileges under their community services requirement; i 

3. amend current 42 CFR. 440,220 to require that prenatal 

; care ses vices provided by nurse-midwive^ shall be - : 
reimbursable not only for the categorically needy/ 
i as it presently reads, but also for the medically 

• needy. - This expansion would only ajpply in 'those 
states vAiere nurse-midwives are legally authorised to 

' practice to provide such prerratal services,. «> 
H, National Educational Campaign / 

The federal government has Already demonstrated its 
capacity for- euccessf ul campaigns %^ich combine public 
information and oersuasion. It is the rare American who does ^ 
no% know and comprehend Smokey the 'Bear's messaget ' *Only you 

can previent forest fires I** 

; is ; ^ 

Similarly, the Department of .Health and Human Services* 
Office of Health Prociotion* in conjunction %d.th petitioners 
and the Administrative unit responsible for maternal and 



270 



ERIC 



268 

chl\d health pursuant to 42 O.S.C. J708<a)(c), can pl^y a 
critical role In developing an education campaign Which will 
provide Information to pregnant mothers and the public at 
l«rge about, but not' liroitad tq, the following topicss 

1. Th^ importance of ^arly and coirprahensive prenatal 
and 'i^onatal care; 

2. Ident^lcation and description of the varying coii<Ji«-^^ 
tions Which are responsible for high-rislTpregnancicsj 

3. - Where to ^ and Whom -to contact to become" ' Medicaid . 

eligible and/or obtain publicly funded services for 
pregnant women and newborns; 

4. Nutritional requirements during pregnancy with 
dietary suggestions tailored to the varying populations 
at risk; , v 

The availability of publicly funded food programs 
%4iich can assist pregnant women in obtaining or 
maintaining. adequate nutrition during pregnar-cy, , 
/^including WIC and food stainp's; 

6. The potential risks during pregnancy of smoking* 
alcohol, and-^tha use of drugs. Whether by prescription, 
over-the-counter or bought on the street; and 

7. The availability of specific programs serving pregnant 
teenagers. 

Th-s %«ording should be simple, appear in languages other 
than Bngliah, and include graphic illustration wherever 
possible', aie usje of radio, TV and billboards, in 
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' addition to traditional poatm and pvinted orocVures', is 
es^ntial. In »uia, deyttlopnent of « multi-roedia campaign, 
thoughtfully dasignad to reach the greatest numbers of those at 
hicfhest risk for pregnancy putcome, should be initiated*' 
iimnediately. Such a Cwjnpalgn will allow^pepple to make 
informed choices, about their liVas^/^and the lives of their 
children. * ' 

I . Additional Federal Dollars 

The cost effectivenieps of the WIC Program, of p-enatal 
care pro>^ided through Title. V and of nurse-midwifary training 
har been demonstrated in other portions of this petition. 
.Each of these programs has suffered cut-backs nnd/or severe 
erosion through inflation. While this petition is directed 
to HHS* capacity to take administratfVe action, petitioners^ 
cannot present a complete picture of the remodiea without 
emphasising the need for renewed federal f undiixg in these 
three areas. ^ 
J. Additional Federal Legislation 

Petitioners emphasise that the proposed remedies set 
forth above do not include legislative approaches Which could 
definitively enhance this country's capability of reducing ■ 
low birth weight and infant mortality, especially among the' 
low income, minority population. By focusing on Adminis- 
trative solutions, petitioners in no way suggest that . ' 
legislative approaches are not Also necessary and urgent« 
.Petitioners address administrative remedies because of '\ 
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t^eir iniinediata potentinl for implementation. NoneChelee.. 
petitior^re believe that the evidence they presiint 
constitute, a compelling case for Medicaid refonnB 
for mother, and children, the fun<J. for >-hich have been 
included by Congr^e.8 in the first budget resolution for 
fiscal year 1984. 

Datedt June 29, 1983. 



Resf«' 



jtr-^tteO, 



ANGELA GLOVER BLACKWDLL 
1^1 S SALISBURY' 
AN'iTA P. ARRIOLA 

Public Advocates, Inc. 

^n-BeUirf of Petitioners 
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. APPENDIX 

The table below consists of representative data from /the 
Public Advocates Survey. Included are total live births and 
deaths for Blacks and whites and infant jaortality rates for 
t>he 4 5 cities surveyed for 1980. The entire data set includes 
1978-1981. Additional data is still being collec^d and analyzed 
by Dr. Jeffrey Ck>uld at the University, of California, Schor^l of 
Public Health. . Inquiries regardinjj that data and publication 
thereof may be directed to him. 



Infant Mortality Rat<?8 for 45 Cities ^tudied 

1980 




1. New York * 

White total live Births / 53,446 

White infant deaths / 801 

White inn / 15 

Black totaj. live births 43,466 

Black infant deaths 791 

Black IMR * 18.2 

... • » • ^ . 

2, Washington, DC * 

-White total live births ^ ^ 1,373 

White infant deaths . ' 17 

White IMR 13.1 

Black total live births 7,884 

Black infant deaths 209 

Black IMR ''26.6 



3. • Seattle, WA 



White total live births- '/ 4,447 

Whi^e infant deaths /• 52 

• White IMR / 11.9 

Black total 'live births 963 

• Black infant deaths ^' / - 16 

Black IMR 16.8 
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4. . St. Louis, M0 #. 

White total live births , 
Hhitei infant' deaths 

* White IMR 
Black total live births 
B^aclc infant deaths ^ 
Black IMR 

5. Philadelphia, PA *^»»^»oo 

White total live births 
White infant deaths 

White IMR' 
Bl'ack lotal live births 
Black infant deaths 

Black IMH 

6. Newark, NJ 

^ White total live births 
White infant deaths 

White IMR 
Black total live births 
Black infant deaths 
Black IMR 
* " . ' ' . - 

7^ Jacksoitf MS *,*** 

White total live births 
White infant deaths 

Whfte IMR 
Blade total liv»^ births 
Black infant dfisths 

Black IMR • • 

8. New Orleans, LA *** 

White total live births 
Whites infant deaths' 

White IMR 
Black total live births 
- Black infant deaths 
' Black IMR 



1980 ^ 

*3,380 

. ll.8 
4,832 
108 
22.5 



12,492 
168 
13.5 
12,411 
280 « 
22.6 



2,169 
26 

12.4 
3,854 
89" 



1,895 

15 
8.4 
3,001 

68 

22.7 



Z,873 
33 

\ 11.8 
7,478 
. 174 . 
23.4 
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Houston, TX *,**,***,**** 

White total live births 
White infant deaths 

White IMR 
Bla^ total live births 
Black infant deaths 

Black IMR 

10. ' Greensboro, NC * , 

White total live births 
White infant deaths 

White IMR- 
Black total live births 
Black infant deaths 

Black ZMR 

11. Detroit, MI • 

White total live binths 
. White infant deaths " 
White* IMR 
Black total liye births 
Black infant deaths 
Black IMR 

12. Dallas, TX *, 

White total live births 
White infant deaths 

White IMR 
Black total live births 
Black infant deaths 

Black IMR 

13. Atlanta, GA *,*** 

White total live births 
White infant deaths 

White IMR 
Black total live births 
Black infant .deaths 

Black IMR 



1980 



15,289 
171 
11.2 
10,161 
170 
16.8 



1,180 
10 
8.5 
960 - 
9 

10.4 



5,971 
66 

11.2 



25.1 



7,228 
78 

10.9 
6,421 
118 
18.4 



2,570 
30 

11.7 
6,758 
135 
20.1 
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14 . Chicago, iL *.**«.***^ 

White total. live births 
White infant deaths ^ - 

White ikR 
Blac)c. total live births 
Black' infant deaths ' 

Black IMR ^ 

15- Baltimore, MO *,***,*<t** 

White total live births 
WlVite infant 'deaths 

White IMR 
Black total live birthi^ 
Black infant deaths 

Black. DIR " 



16. 



Miami,- Fl *.**:*** 

White total live births 
White infant deaths 

White IMR 
Blacks total live births 
Black infant deaths 

Black IMR 

Las Vegas, NV ^ . ^ 

White total live births 
White infant dea^dis' 

White IMR C . • 
31ack total live births 
Black infant deaths 

Black IMR 



\ 



13. Jacksonville, FL *. 

White total live births 
White infant deaths 

White . IMR 
Black total live births 
Black infant deaths 

Black ];mR , f 



1980 



27,224 ' 
402 
14.8 
30,492 
789 
25.9 



^,129 
52 

12.6 
8,«dl 

172 
21.0 



14,345 
147 
10.3 
8,267 
138 
16.8' 



6,391 
' 56 
8.9 
1,139 . 
,25 
22.8 



i 6,618 
66 

10.0^ 
3,335 

66 
, 19.8 
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19. Norfolk, VA * 

White total l^ve birt 
White infant deaths 

White IMR 
BlcTck total live births 
Black infant deaths 

Black IMR 

20. Cleveland; OH * 

White total live birth" 
White infant deaths 
' White IMR > 
Black total live birthi 
Black inf a'^t deaths * 
Black IMR 

21- Sah Diego, CA * 

White total live births 
White infant deaths 

' White IMR 
Black total live births 
. Black infemt deaths 
.Black IMR 

2,2- Cincinnati, OH * . 

White totaV live births 
White infant, deaths 

White IMR 
Bla^k total live births 
Black infant deaths 

BlacX IMR 

23- Toledo, OH * » . ' 

White total live births 
^ White infant de^aths 

White IMR 
Black to.tal live births 
Black infant deaths 

Black IMR 



1980 



2,^765 

15.9 ^ 
2,256 
32 

. 14-2 



5,281 
86 

16-3 
5,461 
162 
29.7 



17,791 
275 
15-5 
2,6^0 
56 . 
21.4 



4,063 
49 
.12.3 
2,>70 
54 

18-2 



4,515 
49 

10.9 
If. 6 54 
36 

21-8 
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24 . ColuiabttS, OH* * 

White total live births 
White infants deaths 
White ZMR 
. Black total, live births 
Black infant death's 
Black IMR 

25 . Oakland^ CA * ^ . 
■ • . • 

White total live births 
White infant deaths. ' 
White IM9 • 

BlacV total >ive births 
Black inf antf deaths 
Blaek IMR 



Whitl toti^l live births 
Whive infant deaths 
*4lliite' IMR 
Black total live births 
Black infant deaths 
Black XMR 




27. 



Whfte total 
White infant 



live births 

infant deaths 

White TMR 

Black total live births 
Black infant deaths ^ 
Black IMR - * 

28. Pittsburg, PA * 

White total live births 
White infant deaths . 
White IMR 

Black total live births 
Black: infant deaths 
Black IMR 

29. Nashville, TH * ' 

White total live births 
White infant deaths 
White IMR . 



0.980 . 

7,058 
7 If 
l.b.1 
3,007 
49 
16.6 



9,663 
98 
10.2 
.'4,036 
64 
15.9 



?4,317 
311 
12.8 
1*372 
27 
20.4 



7,925 
57 
7.2 
382 
6 

18.3 



3,250 
35 
10.8 
1^846 
54 

. 29.3 



i»,134 
53 
10.5 
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, . Nashville, TN (Continued) 

y Black total live births , 
Black. infant deaths 
Black IMR" 

30; Birmlnghain, AL* 



White i^tal live births 
White xnfint deaths 
White IMR ^. 
Black total live births 
Black infant deaths 
. ' Black IMR 

31. MilvauKee, Wi * 

« White total live births 
White infant deaths " . 
White IIJR p ^ 
Black' total live births 
Blpck infant deaths 
Flack -IMR . • , 

32. tiOuisville> KY * 

White to.tal live'^births 
White infant deaths . 
^ite IMR 

Black total live;births 
Black infant dea£hs . 
Black IMR 

33. Kansas City, MO * 

White total live births 
White infant deaths 
White IMR 

Black total live births 
Black infant deaths 
Black IMR 

34 . Oklahoma, NE . 



White 'tota 1 ' live births 
White infant deatHs 
White IMR ' • / 
Black cotal live "births 
falack infant deaths 
Black IMR 



1980 

2,205 
. 37 

r7.2 



6,151 
68 
11.1 
4,772 
95 
20.1 



7i789 
.90 
11.6 
3,«934 
73 
18>.8 , 



8,603 
88 
10,3- 
2,596 
57 
22.3 



4,734 
52 
11.0 
2,703 
42 
15.9 



5,702 
86 
15.1 
l,524gL 
33?^ 
22.3 
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35, Minneapolis r MN 

.White total live .birt*ls 
'white infant deaths 
White IMR . 

Blacic total live teirths 
Blacic infant.de^th^ 
Blac'ic IHR 



1980 



36. 




Forth%*olrth, TX ^ 

White* total live biirths 
White infant deaths 
Wh^te IMR ^ 
Blacic total live births 
Blacic infant deaths 
Blacic IMR 



37. Portland, OR 

. White total live births 
White infant deaths . 
White IMR 

Blaclc^otal live births 
Black infant deaths 
Black IMR 

jS, San Francisco, CA 

White total live births 
White infant deaths 
White IMR 

Black total live Lirths 
Black infant deaths 
Black IMR 

39. San Jose, CA 

White total live births 
White infant deiaths 
White IMR 

Black total live births 
Black fnfant deaths 
Black IMR 

40. Los Angeles , cX 

White ictal live births 
White iufant deaths 
White IMR 



5,921 

71.. 

f2.0 
2,025 
42 
21.2 



7,666 
102 
13.4 
797 
14 
17.6 



3,290 
42 
12.8 
1,610 
28 
17.4 



11,555 
175 
15.2 
1,230 
14 
11.4 



42,303 
541 
12.8 
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Log Angeles > CA (Continued) 
* * 

BlacH total live births 
Black fhfant deaths 
Black IMR 

\ 

41. Meaiphis,- TN *. 

«White -total live births 
White infant deaths " % 
White IMR 

Black total live births 
piack infant deaths 
Black IMR ^ 

4Z. Atlantic City, NJ 

White total live births 
White infaitt deaths 
White IMI^ 

.Alack total live births 
Black infant deaths 
Black 

43. Younqstown» OH * 

White total live births 
White infant' deaths 
White IKR 
*Black total live' births 
Black infant deaths 
Black IMR 

44. San Antonio, TX *,**** 

White total live births 
White infant deaths 
White IMR - « 

Blat:)&.,total live births • 
Black i^fan^ deaths 
Black IKR \ 



45. Richwondy VA *** 

White total lave'*birt^s 
White infanr deaths 
• . White IMR 

Bl^cl^ total live births 
Black infant deaths 
> Black IMR , . ^ 



1980 

18,613 
390 

~2X.O 



6,057 

It. 4 
7,711 
134 
20.0 



. 212 
9 

42.5 
384 

11 
31.1 : 



976 
11 
11.3 
893 
25 
29.1 



4,812 
46 
9.6 
1,169 
30 
26. 



1,264 

16 
13.4 
2,168 
58 y 
26 Ay 
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The asterisk indicate cities providing Survey data for the 
following categories: '' "T" 

*City providing low birth weight (LBW) date by race. 
**City providing very low birth weight (VLBj*>— daita^ by race. 
***City providing teenage pre^T^anc^ data by race* 
****City providing pjDSiTStal care data l?y race. 
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Mr. Lehma^. Dr. Kennedy. 

STATEMENT OF EILEEN KENNEDY. NATIONAL CONSULTANT. IN- 
TERNATIONAL F09D POLICY RESEARCH INSTITUTE AND VIS- 
ITING PROFESSOR, TUFTS UNIVERSITY SCHOOL OF NUTRITION 

Ms. Kennedy. Thank ^ou. I appreciate the opportunity to[appear 
before you today. . ! will slcip^a lot of my written text. It is all in the 
record. ' \ * ' • \ 

I tried to provide . a historical perspective on theTole of nutrition 
as far as preventive health care, and I cite some of the evidence 
which was really instrumental in making the link between nutri- 
tion and outcome of pregnan<!y, which came out orwhat I call the 
natural experiments during Worjd War II. 

' Tjvo cases in 'point were the seige of Leningrad and the famine 
that took place iii Holland during World War II, and what you saw 
there is basically whaf liieretofore hadlbeen a healthy population, 
because of the limitation, on caloric intake, decrease in the bver^^ 
birth weights in . the population. This translated to an increase in 
the incidence of low birth weight infants, and as the exampl^in 
Holland showS;» the infant mortality trii}led as a result of the 
direct increase in^ the low birth weight statistics. # 

This led researchers tb^ consider the possibifil^ of providing sup-* 
plemental feeding as asneahs';6f improving the outcome of preg- 
nancy primarily in women in developing countries. People honed. in 
on the problem of adverse neonatal outcomes being more severe in 
developing countries and. a series *of supplemental feeding trials 
whlbh I believe I have supmatized in table 1, showing that it^as 
possible to iihprovQ the outcome of pregnancy by supplemental.- 
feeding of the woman during prenatal .periods. 

Studies in places like Guatemala, the study ipi India,, show fairly 
sirailar types of findings that birth weight was increased in the 
area of 46 to 60 grams; but more importantly, that the rates of low 
birth weight were able to be decreased as a result of the supple- 
mental feeding. Partly^ as a result of this, people began thin king- 
about the niatenial and child health problem in thf United States. 
A lot of this gave way to the initiajt planning of the special supple- 
mental program fpr Wmen, infants, and chUdreri, better khown as 
WIC. I think there were a lot of disbelievers in the initial days of 
the WIG program. There may still be» A lot of the rhetoric we have 
all heard revolves around the issue of: Would you rially expect nu- 
trition! would- play a very important part as far as oversdl prenatal 
care for low-incoine women in the Unit^ States? The line- of rea- 
soning being tliat basically we have aa abundant and,^ varied food 
supply and, therefoce, food, per se, is not ti&e limiting fdctor. I must 
admit I was probably ohe of those disbelievers. 

As part of the research I was involved with up at Harvard iSchool 
of Public Health in the miS to latfi 1970's, .we attempted to look at 
the issue of what impact can be attributed ^to participation in the 
WIG program in prenatal patients throughout the Stfifte of Massa- 
chusetts. My basic hjrpothesis was that iLjivould be primarily the 
medical services to which the WIG program was acting as an ad- 
j&nct to health care that would have the most impact on birth 
weight of the baby and incidence of low Birth weight. 
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Basically, our thinking was that the foqci^in the WIC program 
would be acting as a carrcft, drawing women into the health care 
system. What we found in our analyses v^as that although prenyl 
carejnedical services clearly, had a benefit— I aon't think anybody 
would argue that— above an^ beyond the effect we noticed due to 
medical care services, there was a direct effect bn overall birth 
weight that could be attributed to the amount of food supplementa- ; 
tion- received by these l<iw-inc6nie women. 

More importantly —and I want to underscore this point—there 
was a concurrent ^e6rease in the incidence of low birth weight. A 
series of studi^s^have corroborated our findings. What we are find- 
ing in different areas of the country, studies ^qdnductpd in Oklaho- 
ma, Massachusetts, Tennessee, Louisiana, is that the consistency of 
finding as far as the effect on low birth weight, is within a very, 
very close range. / . 

All of these studies are reporting a 30- to* 40-percent decrease in 
the incidence of low birth weight and/or small for gestational age 
infants. Thisis much jnore important than an overall increment in 
birth weight of 3 to 4 ounces. Tthink I would be the first to admit 
if ydu were just increasing the birth weight of the child, but not^ 
having-any effect on the more important index of the health of the 
neonate (i.e., the low'Krfh weight status of that child), it: would 
have much jess -public health implications. The fact thiit yod are- 
not Qnly^changing the central tendency measure, that is, mem 
birth weight, but you are at the same time decreasing theiSjJci-. 
dence of low birth \^ight, has more significant ramifications for 
the health of the newBorn. / ! - -J:' " ^ 

I typically get asked why the experience w'ith the JA^IC program 
Tn the United States seems to have been so much more ^ositive - 
than the evidence that is suggested from similar' interventions.in 
developing covmtries. On average you are seeing in places like Gua- 
temala, India, wherever, that you are able to increase birth weight 
by about 40 to 60 gifems. * / ^ 

In the recent U.S. studies we are seeing increments in birth 
weight of 90 to 110 grams, but the. more important finding is fewer 
, low birth weight babies ace being bom to women who participaLte>i 
in .WIG. I think there are several key reasons for the difference in 
the U S. experience. One of those is the concept of . minimum and 
maximum level of benefits. In the WIC program, you are providing . 
pregnant women with approximately 900 calories per day- : . 

In the overseas interventions, you are generally telking aWutTca- . 
loric intake being increased in the range of 200 to 300 c^dories. It IS ^ 
a dose-response relationship. -In the developing country interven- 
tions where they* have given S higher; caloric i&take— the Hyder- 
abad study in India; where they were giving women 700 calories,;a . 
day plus^bed rest, biHh weights increased in the rcqige of v^at ^yej 
are seeing in the United States and concurrently, a decrease in the 
incidence of low birth weight. 

I suppose an analogy woiild be if somebody wanted to ridielther^ 
Washington metro, if it Cost 80 cents to ride and you only "gave 
' them 20 centSj_tfieyL.might be able to do something, with; that 20 
c^nts,*l>ut th^Twouldri't be able to ride the metro. It is becoming 
clear that in order to bring about some of the improvements we are 
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J^'j^^^e^about, there is a minimaLfevel o£ benefit that needs to be 

■ In the Guatemala experienCef in looking at women in Tour very 
fe"'f^n"?>nn'^"?^^^ in Guatemala, the. cutoff point seelned to b^ 
abou^20,000 calories. The benefits accrued to women who had re- 
ceived more than 20,000 calories, approximately 27,000 calories 
TMt is where you began, to see statistically significant differences 
m birth weight and the iiyidenqe of low birth, weight. 

The second issue, is that WIG is not just a supplemental feeding 
program. It really -would appropriately be labeled an integrated' 
health Jititrition intervention because it stresses food plul tieing 
mtp the health care system, plus nutrition educStion— and again if 
you' look at the evidence from the series of studies I have reviewed 

, the most successful prenatal interventions have been ones that pro^ 
vided a judicioiis mix of health care and food— and I would 'assume 
the nutrition education, although -wejhaven't systematically as- 
sessed that. In thmking of some of Dr. Ouellette's comments this 

. morning about.substance abuse like alcpholand drug abuse, trying 
to deal With those problems simultaneously with some of the other 
ones that are nutrition related as well as health care related 
makes more sense than a fragmented system of prenatal care 
, In OUT work; we looked at the issue of so the WIG program seems 
to be haying an effect ^on outcomes of pregnancy, trying to put the " 
issue of ethics aside for a minute .and looking at it from the point 
of view of economics. And we did-^ yer/ simple calculation, which 
was looking at^jQst one outcome of pfegn&ncy. which, here again 
was the mcidence of low birfh weight. __J . 

We looked at the incidence of- low Tiirth weight of infants born to 
women participating in WIG and calculated the cost of treating' 
those low birth weight infants, pjus the the cost of providing WIG 
services. We contrasted" that with the incidence of low birth weight 
rn women who had not. participated in the WIC intervention, and 
againrl hadn t seen the testimony of other -panelwitnesses, but our 
cost ieffectiveness ratio. comes ouf>to be, remarkably Similar to 

yours. , ' \i' 

We found that for every dollar spent on the WIG program, there"^ 
was .a ?3 savings in medical carfe costs, ahd.I think yoa can look at 
it .m a very simple way. On ..average, women in the WIG program^, 
JSM^* in. Massachusetts, .the WIG Ffederal expenditiAr^W'^ 
$105. Ihi^ can be contr^ted with the cost of one dav..of-iieonatal 
intensive bare of $450." So, I don't .think it is sjirpfising that we 
founds a 1 ^io 3 ratio in favor of WiG. - >>-<^^ . 
_ Some other evidence, has recently comToiat which substantiates 
these. findirigs. A study in Missojutwhich looked at just medicaid 
'^?1.u*^Vr?F^*^"^"*^^'«><^^ They find aUa.42 ratio; in favor 
oUhe WIC programuAgain, if you don't want to argue on the basis 
ot ethics, I thinl^..yoQ can argue on the basis of economics that it i»s 
more cost.,e£fegtivf to prevent the occurrence of low birth weight 
ramgr^n to try to treat it. after the fact. 

-<i^ne of these analyses have built in the longer term costs-associ- 
ated TOth the low birth weight, the longer term developmental ab-^ 
normahties.and'any of the educatipnial costs that we would be in- 
curring, pur Study limitedjtself to the immediate neonatal period. 
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The last point that I think is overlooked sometimes, we talk_ 
about WIC as beirig a supplemental feeding program, supplemental^ 
to the overall, diet. M<rft of the Wtomen in our study were ^so par- 
ticipating in the fodd stamp program and it was theTood ^temp 
program that was basically allowing them to buy their ^core diet. 
WIC foods were sujiplemental'to that. I think agam, taking an 
overall approach to ithe problem that jf the food stamp progr^ 
had not existed, thei WIC would not be 'supplemental but would' 
have been providing the core diet. ' , ' , i.u 

It is amazing in sdme.of the areas we looked at where there is 
overwhelming positi>^ support for. WIC, some of the same policy 
makers say, but the Tood stamp program isnt having^ any effect. 
There was du£d participation in moat of*our households, 1 %tanK. 
though, we have not looked specifically at food stamps, that was 
again providing a large part of the food resources withm the house- 
hold ' " ' i ' * 

I would summarize by saying that both from tiie developing 
countries and U.S. experience with WIC/ it is poMible to^ prevent 
some of the adverse neonatal outcomes associated with high-nsk 
pretafincies. We find .that the risk of low birth weight is higher.in 
certain groiips, akainiio surprise. Teenage prenatals, black nvomen, 
women with a pnor history of having low birth weight infants, Mid 
smokers all have a higher risk of neonatal mortality, low birth 

weight infants. * ^ ; , . \ f ^rrr^ 

It also appe^ from the evidence^t hand that the WIC progj^m 

is serving a disproportionate national share of these high-nsk m- 

fants. This is in part the reason for its success in improving :some 

of the outcomes of pregnancy. V ^ „ i 

(Pitepared statement of Eileen Kennedy follows:] 

Prepared Statement of Dr. Eileen Kennedy, Nutrition Consultant. Intoina- 
Xwfi^FooD PoucY REskARCH Institutb, Washington, D.C.rAND Visiting Assist- 

>LNT Professor. Tufts University ScHQOU^tiNuTRrnoN, Medford. Mass. 

Thank you for giving me » the dppoi^unity iTSppew^ieft^^ S^ect Gomnwtt^ 
on Si^. Youth affd Famines. I^cunrent W worku^^itt^^ re- 
search group called the International Food Policy Research 
cently. m conjuncUon with my colleague Dr. Pinstrup^Anderpen. completefl-a,^^ 
graph nutrition interventions in developuif coujt"e«- The project WMJ^oj^fo^ 
by ttie Subcommittee on Nutrition of the United Nations and was^initiated to pro- 
vide a summary of what we know hie happened as a rcault of nutaition Prt«ranw 
d^^^looing countries. As part of this effort wejooked close y at the results of suple- 

STon^noearcR for^e U.S. Agency Jorlnternationjdpe^^^ . 
imoact of several types of targeted interventions on child growth and development v 

tries I have also been involved in research on the effect <>? WIC Supplemental Fe^^^ 
on prenatal participants. Thus. I've had experience with both international and 
U.S. Domestic Supplementation Schemes. i* r ^u^^ f ' 

Today, Fd like to focus on what we know has happened as a res^ult of these types 
of nutrition intervientions. , . , * 

The relationship between maternal nutrition and premancy outcome has been 
the subject of numerous studiesoof the past fifty years. It luis been documented that 
nutrition and prenatal, infant and child healthcare highly correlated. 

^me of the earliest evidence that nutriton was an important influence on n^^^ 
tal outcome and growth and development came put of experience in World War n. 
SSringthe & of Leningrad by Cfermany, birtii weights declmed significantlydu^ 
to SSfSd suppUls (1). As birth weights dec!in6d, there was a concurrent 

• > The testimony reflects the opinion of the author and not necessarily thoee of IFPRI or Tuft. 



297 , 

increase in infant mortality (2). Similar results were reported during the famine in 
Holland jn, 1944-45; during this period, mean birth weights decreased, congenital 
/"iiaalfonnations doubled and infant mortality tripled. Interestingly,* a very diflerent 
situation occurred in England, during World War 11 (3). During the wartime period, 
Britain gave prioritv for food rationing to 'pr^ant wo^nen. As .a r^ult, the rate of 
still birth decreased from a prewar level of 31 per, 1,000 to 29,per 1,000 live births 
during the war. , , , \ 

Additional clinically based studies furHTer substantiated the linkage between nu- 
trition and the outcome of pregnancy. In 1943, a study conducted by Harvard found 
that the most positive neonatal outcomes were observed in women whose diets were 
rated excellent or good Jby clinic staff (4). The average birth weight of infants deliv- 
ered by women on excellent or good diets was 8 pounds 8 ounces compared to 7 
pounds 7 ounces among women on fair diets. Seventy-nine percent of the 33 infants 
who died weighed under 5 pounds at birth and sixty-seven percent of infants born to 
women on poor or very poor diets^ were either stillbirth; died Mdthin 3. days of lifej 
weighed uiider 5 pounds at |;)irth, were functionally immature or had congenital de- 
fects. Only eight percent of the infants born to women on poor diets were classified 
to be in superior or good condition. In contrast, '94 percent of , the infants born to 
women on good or excellent diets were in superior or good health, whereas 'only 3 
percent were in poor health. „ ' 

Dieckmann et al (5) confirmed these findings. Of 612 pregnancies which were 
carefully supervised with" adequate nutrition, the incidence of low birth weight 
(LBW) was 3.3, percent compared, to 6.3 percent from women of similar socioeconom- 
ic statCls with poorer diets. . * 

Because of this accumulating evidence that di^ improved 'nutritional status, re- 
searcheft b^gan conducting controlled field experiments to test the hypothesis that 
nutritional supplementation would have positive and significant effects on health. 
-^Thompkins (6) in Aberdeen, Scotland observed that caloric intake for low income 
women was less than the caloric intake for upper class women; mothers of low birth 
weight babies (less than 2,500 g;ams) had less of a dietary intake than mothers de- 
livering norn>jal weigl^t babies. The Aberdeen study and similar studies (7) led to the 
concept that supplementation of diet with calories^ protein and other nutrients 
during pregnapcy might significantly improve Qeonatal outcome in nutritionally 
vulnerable women. This theory was tested in several studies throughout the world. 

A number of studies outside the U.S. have shown that it is possible, to improve the 
outcpme of pregnancy through dietary supplementation. ' ' - . 

The prenatal diets of 400 low income women were studied in an antenatal clinic 
in Toron^ in 1941 (8). Women whose diets were rated poor were randomly assigned 
to either a control group given a com oil placebo or to a treatment group in which a 
food and vitamin and mineral supplement v^as given during jthe last 3 to 4. months 
of pre^ancy. A third group whose diet H ad been rated as moderately good was 
given just education classes. Th^ prematu^ births reported in the control group 
with a poor diet was 8.0 percent compared to 2.2 percent .ahd 3.0 percent in the sup- 
plementatiorf and education groups respectively. 

From 1949 to 1962, the, Montreal Diet Dispensary provided* milk, eggs and oranges 
to low income women (9>, as a result birth weights were significantly increased in 
tne supplemental group. The incidence of LBw was 6.9 percent in the treatment 
group vs. 9.0 percent in the non-treatment group. Even mon; unpressive were the 
results in teenagers; the LBW rates were 3.3 percent in the treatmeiitt group vs. 10 
percent in the npnfood group. 

A study of 25 women in« Hyderabad, India (10) provided 700 kcal and 20 grams 
protein a day plus bed rest for the last month of pregnanpy. Birth weights were 11.5' 
ounces higher in the wbmen receiving food compared to thfe control group. 

Between ^39 to 1943, 728 women participated in a nutrition program in Oslo, 
Norway (lljWhe incidence of LBW was'2.2 percent vs. 4.6 percent in, the non-treat^ 
ed^oup. / 

Similarly, in Scotland, supplementation evaluations were conducted in the 1960's. 
Of a control group qf 198 unsupplemented women, the LfiW rates were 11.1 percent 
cbrfipared to 6.4 per^nt for the 641 supplemented women. 

Similar supplementation studies were conducted in 4 villages in Guatemala (13). 
Results show the snipplemented women' had highex^mean birth weights ths^n the 
controls; LBW rate&, were decreased by one-half in the supplemented ^up. 

In Narangwal, India (14) the most cost^ffective measure for reducmg infant mcftr- 
tality was supplementation of the diets of expectant mothers. 

The findings fromxhese studies are summarized in Table b The data from these 
studies show trends |n the same direction; as a result of dietary supplementation 
neonatal outcome caiv.be improved. 

\ . . • ♦ 
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. Now let's turn/to the experience in the U.S. ^ , i 

The WfC proeram |s unique in many ways-rone which, is the fact that/a stroi 
emphasis was placed on eValuattB«if WIC from its «very inception. Because^t**" 
we now have a total orseyen diHerent studies which havejevaluated-^he'prei 
component of siippletnentary, feeding programs. A-synogsis'of the results m pre- 
sented in Table 2. . ^ - --TT^ , , r /i^ 1., ^ 

I don't waiirto discuss each of the mdividual studies but I would like^ summa- 
rize the' major findings. De^te the fact that the studies were ^nductttj^n different 
locations-^ilassachusetts, Oklahoma, Tennessee, Missouri— and witK oHferent ex- 
perimental and quasi-experimental designs, there i s a re markablMimilarity in the_.. 
reported'resulttr All studies report a Msitive efl'ecf^ftieJu^^Pweig^ of mfants 
bom to program participant8.And a decrease in the incidenpe^of low birth weight 
Gess than-^.SOO grams)' and/or small for gestational ag^^inf^ts. In addition, the 
1980 ^tudy conducted by Di*« Milton Kotelchuck and his^Ueagues in Massachusetts 
also found significantly fewer neonatal deaths in infants born to WIC mothers when 
compared toliabies of non-WIC women. f • . - « , 

A I hilve recently 'complete a reanalysis of our data using /the jmatchmg procedure 
developed by Kotelchuck et al. in Massachusetts. We felt t^at a case^ntrol design 
would be more' methodologically rigorous than the mMti-variate anal>^is.^We 
-matched each of our non-WIC women to a WIC woman l»sed on racial/ethnic 
group, age, parity,' marit^ status and income!. The results ind|fe^ that^^C partici- 
patipn was associated with a positive, significant increase (-f 107 grams), in birth 
weight and a significant decrease in the incidence of LBW. c i ^ ^ 

The results from these studies show an effect of WIC within "a renMu*kably smulM 
range— birth weight is increased 90-110 grams and low birth weight is decreased 
30-40 percent. ; , ' ■ , ■ ^ 

The effect of WIC on the incidences of IJ3W has much more of a public health 
implication than to supply a 3- to 4-ounce mcrease in birth weight. If mean birth 
weights'were increased but there was no effect on LBW rates, the WIC program 
would be considered less effective. We know that LBW infants are more prone than 
normal weight infants fo mortality, birth defects, and health proTblems. Data indi- 
cate that approximately 184 of each 1,000 LBW infants die witiiin the first year of 
life, compared to 8 out of 1,000 forinfants weighing betweefa 3.001] and AOOO grams 
(15). The March of Dimes estimates that 45 percent of LBW infants»Rave major 
physical disabilities such as blindness 'or retardation. Reducing the likelihood of- 
mortality and disabilities is clearly an important benefit. I - 

_ I would be hesitant to make any generalizations about the eflects of WIC based on 
only one study^ut-giveh-^^ries-of-studies, -the-res of whiqt. reinforce each 
^errttrig^Iearttiat participation in WIC is associated with improved neonatal out- 
(^ome> ' * ' • ' 

' As part of our analysis we also attempted to determine if the economic benefits of 
the WTC prenatal component justifies the costs. LBW infants typically reouire any- 
where from 12 to 100 days of hospitalization after birth. Normal weight babies aver- 
age 3 to 5 days. Thus, preventing LBW cian dramatically lower post-natal hospital 
costs. ' 

We estimated the savings i^ hospital coste due to WIC's reduction m the incidence , 
of LBW births. This savings was then compared to thd total cost of WIC prenatal 
• care. The findings showed that the sayings exceed the dost bv approximately three 
to one. Thus, the study found that treating LBW afterf birth is three times more 
expensive thah preventing it through WIC, or in other >*ords, that ^ dollar spent on 
WIQ for prenatal care saves three dollars in hospital ctos (for a net saymg of two . 
dollars). These results are in fact conservative, smce the slttdy did not count physi: 
cians' fe& nor did it include the longer-term treatment cost for LBWi babies. 

This analysis reveals that from a cost-benefit point of view the WIC prenatal sup- 
plementation. program is highly desirable. In fact, it turns out to be a net resource 
saver for Society. Furthermore, in the face of ever-incKjasing hospitalization costs, 
the preventative approach of WIC will become even niore attracUve in the future. 
Similar analyses have recently been conducted in Missouri, and tfieir results also 
sKbw a positive benefit/cost ratio in favoi: of WIC J22). The Miaspun researchers 
compared the medicaid costs for the WIC and non-WIC women and found that there 
wfls a 1:1.42 cost-benefit ratio in favor of WIC. ^ | , 

For the past few years I have been involved primarily with int^rnaUonal nurta- 
* tion programs. I have frequently been asked why we are able to sho;w such dramatic 
changes in the U.S. due to WIC when supplementary feeding programs in devr Jop- 
ing countries appear to have been less successful. There are two major reasons: 

(1) The level of benefits provided in WIC is much.higher than tl^at which u pro- 
vided in other programs. Most supplementary feedings programs in developing 
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countri^ provide a daily supplement of 200 to 300 calories. The WIC program pro- 
vides approximately 90(1 calories a day to pregnant Svomen. The greater \ev^ of sup- 
plementatiorr in WIC accounts, in part, for the sigpificant effects that are observed. 

(2) The second readpa for the positive and significant Effects of WIC is probably 
due to the fact that WIC stresses the'provision of not ^nly food but health care and 
nutrition education, WtC is not^simply a supplementary feeding program in the tra* 
ditional sense but, rather, a more appropriate label would be an ''integrated health/ 
nutrition) intervention/** I make the distinction because in developing countries 
there are a number of examples Vvhere^n integrated health/nutrition program was 
: able to bring about a significant improvement in neonatal outcome. One of the 
strengths of WIC is the focus on food plus health care plus nutritjon education. 
''The research which I have reviewed allows us not only to say that WrC is having 
^ a positive and significant effect on pregnant women and their infants, but the re* 
search also can be used to. tell us where the WIC program needs somf . Tine tuning. 
The studies collectively indicate that "more is bietter better thafriess." As the 
length of participation in WIC increases, the efTects ^Iso increase. Consistently f^e 
see that the greatest increment in birth weight is in those infants born to ipothers 
' who participated in WIC for six or more months. Active outreach efforts should be 
initiated to enroll women in WIC early in their pregnancy. 

The re^arch also show us that WIC is able to produce more of an effect in *'high 
risk" women. Teenagers, non-white prenatals, women with a history of^ producing 
low birth weight infants and smokers benefit more from WIC 'than women of lower 
risk. . 'O^ 

''Lastly, what is some,times overlooked is th^ fact that WIC is a supplementary 
feeding program—that is— the WIC foods are meant to be a net addition to'the foods 
already cort^umed. The foodsjare hot supposed to substitute for foods already in the 
diet. In our study, the-msuprfty of women were receiving ^food stamps. The WIC 
foods were supplemental to those foods which were purchased with food stamps. The 
/ core diet weis being purchased with fod^d stamps. Therefore, a cut-back in the alloca- 
tion of food stamps would alsa adversely affect WIC. I know the food stamp program 
is not the responsibilitV of this committee, but it is important to underscore the neg* 
ative effect a'cut*back in food stamps could have on WIC. 
Thank you for giving me the opportunity to appear today. J- 

TABLE l.-SUMMARY OF PRENATAL STUDIES 

Sludy '"J25i°' . ' ' • ResuHs ' 

^ '■ \ '■ ^ 

Montreal 1,736 Birth weight decreased LBW 5.9 percent i n treatment of women compa red to 9.5 

' ; percent controls. ' ^ Z*'^ ^ ^ ' 

Hydefat»d, India ^ 25 Birth weight Increased tiy 11.5 ounces. 

Oslo. Norway 728 LBW rates 2.2 percent in treatment women vs. 4.6 percent in controls. 

Scotland..... ' 730 LBW rate 6.4 percent in supplemented group compared to 11.1 percent in controls. 

Guatemala Birth weight increased in supplemented group/ LBW cut by on^hal^ iii treatment 

women. 

"~ ••■four villages. i 

• J TABLE 2,— SUMMARY OF STUDY FINDINGS 

study Mean WIC effect on birth weight 

) * ' '■ ' 

' UNC(16)..... ^ ^. +43 gramsf ( + 136 grams in women on WIC for greater than 6 

. .months). 

. Harvard (17) +122 grams. 

Massacliusetts Department of Healtti 1980 study +23 grams ( + 110 grams in women in WIC for greater than 6 , 
(18). " months), ^ 

Massachusetts Department of Health 1982 Follo^ up . +23.5 grams ( + 110 grams in women in WIC for greater than 6 
Study (19). months). . - 

NTS (20) +96 to +116 grams. ~ 

University of Oklahoma (21) +91 grams (+200 to 300 grams In "high risk" vromen), 

Missouri H^lth Department (22) Pcsitive effect on t)irth weight. ^ - 
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i International Food PoucY Rbsbarch Institutb, 
Washington, September 

Congjressman George Miller, . , - ' 

ChwTiUin, Select Committee on Children, 
: WashihgtofSfD.C ^ ^ / 

'Dear Congressman Miller: Thank you for inviting me to appear at the first ; 
meeting of the Prevention Strategies Task Force. I hope my testimony was useful, t 

The following are answers to questions submitted by. the various members. : i :^ 
" (hiestiom ;Mr8. Vucanovich: Would you outline what percentage of WIC partici-^ 
pants in your area fall into each of the six priority categories? For example, the 
finit priority'in the WC program covers pregnant women, brctustfeeding, women and. 
infants deterinined to be a nutritional risk by a blood test— or some other docuinent- 
/ed medical condition. . . ^^r.^ i-. ^ • i.- v > 

What would be your reaction to targeting WIC benefits to those m a higher pnor- 
ity— pregnant women and infants up to a^ two? Several nutritionists have mdicat- 
ed th«t t£ese should be the focus of the WiC pl^ogram.^fThe point has been made 
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, that the older children are likely to be Eligible Cor, and participating in, the cj^ild 
'care food prograjm.) , i . 

Answer. Our study 'was only looking at pregnant women. Therefore, all of our 
women fell into either priority category . one or two. The results from oi#study indi- . 
cate that WIC has more of an impact on higher-risk women. The current priority 
stetem effectively tareets WIC program benefits to higher-risk womeii^Q that*^regi 
iiBQt women and'ihfants are ^ven higher priority than are children. However 
there are . instances inhere a child should receive WIC services before a pregnant 
womanC For example, a two-year-old diagnosed as a failure-to-thoye child has more 
of a neied for WIC thaii a pregnant woman 'with an. inadequate dietary pattern but 
no other evidence gf prenatal risk. WIC services should be available to this two ye^r 

old.; _ . ' ; 

WIC: is more than a food program since it also stresses the provision of health 
care and nutrition education. Other program^ like the child care food programs do 
not provide this comprehensive package of siervices. WiC should maintain the flexi- ; 
bility of allowing those oneio five year ojds who need* the program to ciAihue to 
participate! • • \ i 

QuestiotL Mr. Bliley: Have you, or other evaluators, been able .to^distinguish be^ 
tween WIC's nutritional impact and the health impact from more frequent prenatal 
visits to a health clinic? , ^ , 

Answer. Our^study evaluated the effect of a number of medical visits, number of 
nutrition education sessions and number of food vouchers separately in a mujti-vari- ' 
ate analysis. Above and beyond any effect of prenatal care and nutrition counseling,* 
. we found a positive, significant effect/Of the WIC fobd package on infant birth 
weight. 4w \ ' ' . .f • . . 

Question. Mr. Bliley: In response to questions ifrom the then Chairman of the 
Senate Agriculture Appropriations Subcommittee, Thomas Ec^leton, the General 
Accounting Office concluded in 1980 that your study )'has several problems and un- 
answered questions which cpiild affect the overall conclusions.'^The GAO identified 
8 problem areas in your study. How have you addressed the points made by the 
' GAO in the WIC evaluation work you have bleen involved in since? 

Answer. A detailed response to each of the eight questiojis is attached. As you ^11 
note the main copcem of GAO is with the issue of comparability of the WIC ^nd* 
on- WIC women. Our -recent-^work-attempted to 'control fcA* any difference between 
icipants and non-participants by matchii^each non-WICjwomanJp_aJTO^ 
based on racial/ethnic group, age, parity, mprifal status and income. The re- . 
salts from this analysis are similar to our earlier reported study. WIC participation . 
was associated with a significant impact on birth weight. 

Question. Mr. Bliley: Do you have any information about the income levels of WIC 
participants in your area? i , 

Answer. The megority of both WlC and non-WIO women in our study were below 
verty. . ■ / ■ ' • ^ 

Question. Mr. Miller — Follow-up Question: In the course of your work, what evi- 
dence have you seen of effi^tive links between WIC and other nutrition programs, 
so that there is continuity of benefits for young* children and mothers after partici- 
pation in WIC? 

Answer. We only followed women in our study, up to delivery. We have no infor- • 
mation as to continuity of l^enefits in other programs. 
gjflam also including corrected copies of my testimony and questions. Again, thank 
ryou for inviting me to appear before your committee. 

Sincerely, * . . 

Eileen T. Kennedy, R Sc. 

Mr. Lehman. Dr.^Weikart. 

. STATEAIENT OF DAVID WfelKART, DIBElCTOR, HIGH/SCOPE 
FOUNDATION, MICHIGAN 

Mr. Weikart. I appreciate the opportunity to talk today with 
some of the issues in early education. I have a strange position on 
the panel. I am the only educator who gets involved. In ajsense, I 
have it all to myself. 

What I wanted to stre^ was that the information I am going to 
talk about is information derived over a 2-year period, work begun 



r^M^;:;;;;; -s-'ir;- l 
;in tlie eairly 1960's, 1965, lS^6, ;arid now through a series of studies H i 
'availablb £^:td:whlat:i8.ti)e'^o^ ' i ; i | 'i, j D i 

L JiSo bftwiwe begin thirigsiirt; the- s^^ itoitiation, wei wonde^ 

; 5 ' Thejlurp^^^ this particular study; I am talking 
ijxirtiri^miuliesr i^ tha^ 

mow know the outcomi^^ In k sense, Voii caii! dot a U^^ 

^fihdf biit; what happened aftem Has been given:^ 

fTOe^iitsome^ 

»f^]Italro a^^ much:Cbining atrtlfe 6f ;the senei^ be^ 

Muiie ofithe ihti^ 

t kinSs fbf thini^ of iriteiSast. ! 

UniSaUyjinSihejeiBM 

liiigSthebrvj^^ 

liie^l^Scott'sNTO 

I Wairlyneduc^^ Iwas; simfllv; not done; in 

^ iaifiewipn of scKiDlblaiM f ; 

nerativejnuinseries^ ; : ^v!;^ ■ ■ ^ --r*: ' ^I'-^'H ! ! ^;^H!^^:■H^>h■M-^■ 
?;;:iln tthteisimei-y^ t6o,vIrMni'ldeai8ed:toitjdk ate 
: hbtibri of prweiitibn of preYention is very 

t» the thinking" of 

TOiemy bf :u$ iare beg^nning^ t^^ must find; 

: y^ii^rpf pre^ ahd'then coricehtrate?i^ ; 

;^urces/cm| iam of those; problems; in a sehse^ '^^ 

:'!they^6ccun ■ ^ -^vH \ ■ ■ \ ^l-'U i-'-H ' -j 

If we^ can prevent teenage prelgriaiicies, we dojii't have the prob- 
lem of low birth weight, we don^ have: the- problem of ihadequate^ 



rTiibtferthlirQf rif^^ make me pppiiiaioirbf ^ pregnan- 
Hdes! sihalln*; then^ we cahj concentrate im^eased nm resources bnhi 
i it^ibsieithatineed^^t^^ sendees: I hope yeryjmi^ thfere is way for- 
ithpse of lis concbrned^with'the prevention of problems tbl join forces 
I r^with those cbricerried with adequate remediation of prbHems once 
■they occur. We really have the same remi^ as 4he British would ; 

Ife a sbhse, the two extremes of evidence have been evolving: One 
ihasrbebn that coming from a series of small carefully designed r^ 
Exarch projects; and the second is that being generated: by: Head 
i Stait itself and itis the 

. to talk about them a little differently and then^ draw them together 
^•i-at^the^closb/': i:: : H - ^ ; ^ ■ / ■ ' s - : v M • ' ^ ; ' ; ; ■ ; J.;, ' 
r THjB fix# thihg I wanted to (do . was talk about the High^Scojpe 
Periy jprbjiwit,^^ w^ 1961 in planhingi and in operation; m 

1962. Over i a period bf several years ! al group of , 123 black young- 
sters iwere selerted from the city bf Yra^ kind 
of a big city^miaUi city microcosm; ;.alie young^^ 
from one particular i^hdol |heighbbrhobd.- 1 am goinig t6!s{jphd some 
time in; talking £*6ut the Jstu^ importance of thb 

i wfi^i it was yp^l iscme; bf Ithe^putrageous'cl^ 

^Jgoihg t» iriakelailitt^ ''i^-'. ' M : '■■'r li ^.r; i i-H ''^ • ■; 7^^- 1'''^-. : 

■ , - The study- Was setioip by actually interviewing every member of 
' t>ie school sdistnct flikrwe were working in to find 'families that 
i had children wh^ere 3 air^d 4 years of age who would be admitted ; 
to the program. W6 did this because wb; wanted to have both those 
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who came to the program and those who were jiist like them Who- 
woiUd not participate-— and it is these key words, "who were jast 
like them^rr-in otfier woKds, random assignment to those who' par- ; 
ticinated and those who did not to make the outcome so imgortant^ 

Most studies that are done in society— arid if I were t^^te^his 
study again today,. I would have to dor it thfough, a compari^ 
group' in some other^city, some other place. In other woi;(te, they 
would be th^ same but not quite. -We would always be vulnerabte to ^ 
the accusation that, well, if you had iust had "a r^domly assigned 
control group, then you could make ;those statements. Well, we^d. . 
It wasn't out of careful planning, it was just graduate student igrio- 
.rance that iaUpwed^i^^ way, to set it' up the right w|iy. 

. In doing thisi interidewing, every family, we^^fo^ faiimies.whb 
'met certain criteria. Low income. Welfare, Iqw education by the ' 
♦f&mily,;and a high ^dehsi^v of housing. In other ^^vortis, peoplejeei^ — 
room. So we got a lower scrcioeconomic grbup^ diffi^ 
where the prQspects were relatively poor. ^^.1.--^^ 

Having selected them, the childrei^jvpre^^gi^^ 
low, ability. It is difficult to really triil|r screen 3 arid 4, year olds. 
We are much riiore sophisticated iii 1980 thto' in 1960 about what 
it means , when, bne does screto a child that age. Neverthdess, that 
is "the way tne pr^ocess was in place following the State regulations 
at the time, the State of Michigan regulations. ' ^ ' 
. Having selected this, group, they were then randomly assigiied to 
either particil)atQ in a year long early education prograni ot 2y2 
hours a day, plus home visit of .90 minutes ectch week for a school 

1 year, or were selected to be in a study but stay at home with their 
ri^oriis. — : — ' , - % 

> Fcunilies neither selected to be in the stUdy nor selected out of-^ 
the 5tudy. One riibther decided she didn't want to participate yrhen 
she discovered her children were in the control group, the group 
that stayed home. The principal arid minister visited tier. Twenty^ • 
two years later we still haye to send the minister over to get her to * 
cooperate in the follow-up. Aside from that, ,thirigs worked pretty, ' 
smoothly. ' ^ . • " 

The second important thing is there has been, no sample attri- 
tion. The 123 children involved in 1962, 1963, and 1964 are still in- 
volved today. Our interviewers look forward with grieat anticipa- 
tion to being able to^ find them in (Sermany, Oregon, Florida, Cali- 
fornia, and look forward to those assignments with some relish. We : 
nevertheless do'tind 'all our children. 

^ On^ advantage I have discovered of a relatively small samiple is 
one being waste. Inevitably the large resources are getting the 
least few youngsters. ' , 

Having done the study, participated in the^ program for 1 year or 
2, the children then went into the normal school, werit into a regu- 
lar kindergarten in a regular publi9 school and scattered to tne 
winds. They went eventually to about 15 or 18 different schools, 
they were* scattered in many States* and so forth. A msyority re- 
mained within, Washtenaw County; about 90" of the 123 remained 
within the area.* 

As we followed them each year over theo^ears, we found differ- 
ent kinds of things coming out of the study. I want to focus upon 
what happens at the age 19. We saw them first at age 3. We saw 
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them every yeaAfhrough age 8 or 9, 7 to 9. We saw them again at 
age 14, agf«45,^again at age 19. God, foundations, and the Federal 
Goy^rriment willmg, we will see them all at" the age of 25, starting 
ihext:year. : ^ ^ \ 

! The question thai I want to talk about is what do they look like? 

What came out ofUhis r^ult? There is a lot of small details. I 

would like to focus on the big seven. Broken down 'intb>ducation, 
: empl6>anent, and soc'ial behavior outeomes. V 

^Interestingly, in education we- found immediate kinto^ out- 
conies. For example, as soon as the: school beginjs working the 

icKild, judgments iare mVde. ^We discovered quickly as early lis third 
grade there were differential rates of assignment to ; special educa- ^ 

■ tioh occuridrig. Th^e cmldren from the control- group were being: ■ 
assigiiied tp sp^fal eiudation at a more^rapfd ratie • thati- children 
not. from ithe cm^ preschool werp not bdhg assigned - 

:^:asi freqiieritly.- ^ a ; . ■; -J ■ '-^irr ''l^ 

■ ' At the end of the bdhool Wars> we foiiind 'that apprbkimate!!y 15 
perceiitibf the youngsters frdm the exfieiriinehtal group spent some 
timie^ in [sp^ial education versus 35 percent from the j^^ ^vrithovit i 

: preschool in spedal education.\Tlus means the- pro^aiii wc^ s^rte4r 
buti asiiufew approxmately-^ 
cent: whictbvould be from this ix>puiation^ down to 15 pi(gr- ' 

cehtlliismeans that we saw immediate :impact;bh the; s^^ 
result of this differential asiaignment, ba^ oh school performance. 

i Tlie scliools made that independently of whethep^the^^^ pre- 

■ -school 'or .not: : r. ■ ■ J-^^'-^r ■ :\ ■ '■ ' ^ ^ . ^ ' ■ ■ ^ : ' L' ■■■^ . 

V :Th,e sedond thing in school is that as they;|:ompl€^ted schoolf we 

?liad^'diffe^ential coihpletion rates. A. concern we hayfe at large in 
^ this community of how do we keep cMdren in kihoolrto leam w^ 
they can before thegr either Jeave or graduate 
case, Q7 percent of the , group with the pjc^ completed^liigh 
school, graduated • from high school jMpffi|§^ rperce|it from^'thfe 

. (group without preschool programifi&r^ "^^ ; : u 

So a difference in scbLQol holding powj^Hs you will, capacity of 
tlie' child to benefit from participation ;wM^^ 
irigheM to stay" in the prqgram^ 

data, but this is, the main finding; i • 

The thirc^ thing, that is of interest is what have they done with 
thfeir lives since leaving school? We find 38 piefcent of. the group 
with early childhood education have gone into job training or into 
college, neither of which would haye bieen predicted ; from their 
scores or attitudes at age 3. Neverthelj^, 38 percent iof the group 
frofn the experimental group have gone oh into college or job traih- 
. ing versus only 21 percent from the jgroup that did not have Morl^ 
education. " •'^ ' 

I should say each of thcsse figures I am giving Jneet the various 
statistical teste of standards here. 

Finally, we know that these educatioi^pattems really set in 
motion a range^of things critically importaal for the rest of society 
and riot surprfisingly, we^found fliat^for example, in employment 
we found age 19, 45 percent of the grtup with the early education 
are self-supporting -vereus 25 percent from the confrorgroup who 
are self-si(ipportirig, a very significant economic difference. ^; 
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East, we have found differences that I think are of great impor- 
tance for the community at large, in addition to individual «d 
social behavior. Tor -example, we have been able to follow the juve- 
nile, deliquency and. crime rates as young adults of the group. It is 
high in both cases, but it is amazingly high in the group without^ 
early education. Fifty-one percent of the group without preschool * 
programing have been arrested at least'^once by age 19 versus 31 
jiercent of the experimental group. ' , . 

In other words, it reduces the orime rate approximately in half.' 
And riot given here also is the fact that there is ^ difference in the 
quality of the crime. The group without early ed'ucation^do a much 
more, serious sequence of crimes than the group with it. . 
* A point that bears much on the earlier conversati^)n today is on 
pregnancy rates.. This was,an unexpected outcome/tb us, though it 
makes sense, given the fact of other component^ in the prdgram. 
Putting it on the basis of per 100 women, we/ind thatt64 babies 
have been borjn to -the women^of the expeFimental group per 100 
women of the experimental group by age 19 as compared to a birth 
rate-.of 117 per 100 women for the group in^the control. . 

Myygu^ is that the 64 births would yery much match the kind 
of patteh^hat several of you have discussed in terms of expected 
outcoriies, ^eaning some of the criteria which you are having^th 
the^in is'Typical of the low income, disadvalitaged, no prospect^ 
young feinale. ' ^ / \ 

So we have in a sense a tremendous preventive component which 
comes^ut of this. Of course^ that figure makes sense when wq look 
at what else is the girl doing. Well, she is going to college, in job 
training, working full time, comiileted high school. She has pros- 
pects; while the young woman has less of that and is more inclined 
to be'involved in replacement activities, in this case, pregnancy. 

These are very important data, important outcomes and support- 
ive of the notion that early investment is very critical. 

In point of fact, we can turn this around and not talk about ethi- 
cally but talk about economically. We find that indeed it is possible 
U> assign values to high, school- completion, job performance, preg- 
n^y rates, welfare participation. Excuse me, I left data out. 
There is also in welfare participation a differenced We find in 19 
percent of the grouf), from the experimental group, are on welfare, 
have been on» welfare by age 19, versus* 41 percent participating in 
welfare from the control group by age 19. 

We can assign dollar values to these. What jve have found and 
because of the duration of the study, the length of time involved, 
the various cofnponents of it, a complex ecbnoniic analysis which I 
am fateful to the economist's community for training me and sup- 
plying people to really do this kind of work. 

We find that for every $1 invested in high quality, preschool pro- 
^ainming, we find a $4.57 return for it as an outcome. For exam- 
ple, for every $1 invested, there is a $1 reduction in special educa- 
iSon,. public education costs. For every $1 invested, there is a 50- 
cent reduction in crime costs, such as police arrests, possessing, ju- 
venile detention, court, probation, these things. Not jail costs yet. 

There is a 25-percent reduction in welfare costs and a $3 increase 
in lifetiijtie earnings projectionis. . 
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These figures assume tv^o thlings: One, that the preschool costs 
$4i000 and that is important toisay^ because people have said thes^ 
^ are really economically viabit^ programs only when they are verV • 
low cost. We used as a basi/a relatively high cost program, $4;000, 
^d itstill pays off 4 to 1, ot^ almost 5 to 1. So, the investment side' 
has to be looked ait the outside simultaneously. ; 

Second, this figure— and here I will have to bow to my economist 
fiiends to really explsdnjat— but this is based on real discount 
rate of 5 percent, whiflT means we have taken inflation out over 
the 20-year period, plus the projected times, and a liigh rate of in- 
flationi too^ not the current, the older- several years j aigo inflation 
■ ■rate.''^ * r ' ' 'j^.: ^ 

We h£^ also taken outi^fore giving the figures, the ; 5-percent 
^scbunt assummg that if the money were invested/ elsewhere^ it ' 
would have at least a 5-percent return over and abov^ inflation. So,- 
the dollar return- is over inflation and over the 5-percent earnings^ 
and the H75 still retunis above "thafe If you ignore 
I there is a$9.50 r^iirn, butlet's^t tha^ 1 • 

• : If, in a^sense, we take these initial findings from this study thien, 
dbllar-^yalue, arid long-term outcome value( we have extraordi- 
riiarily strong endorsement of public inv^iinent in such programs 
as Heafd Start and other i averiues of child care, ^ay; care, and so 
foiih, if they meet the standards of hig^^^ .> 
If thi^e data stood alone,^ as ithe single study, they would be like • 
a ipuriosity, a Ripley's Believe It or Not j Unfortunately, there have 
been a sexi^ of other studies that found the same parallel.^' Several 
wer^^ mentioned today: Oiieioflthe key finding from pther studies 
is they do reduce special (Education placement. ^ , . 
: \ Several bf the panel members of the other two panels mentioned 
the reduction of such and such iet process like reducing ;the low 
birth weight— kids with low birth weigljt going into special ediica- 
tion more frequently. If we can reduce that, we can reduce^ special 
education. This pattern has been showing up in several studies. 
There have beieri several reseach projects of early education per se, 
like I have done, such: as Ftank Palmer's and Siisan Gray s that 
have shbwn the same reduction in special education an^ the same 
increase in school attendance, school completion. : , tt v 

' .In addition to those' specialized studies, cilhrently national Head 
Start is doiilg a'summary of the Head Start data that comes just 
from £[ead Sart panels and channek. These data have indicated 
the same kind of findings Jgpod 'Head Start programs are reporting 
lowier specisJ educatign placements and higher high school comple- 

Suggesting that a study lik^ the High/Scope study, which is inten- 
sive and long term and heavily invested in terms of cost to do the 
research, have looked at all nooks and crannies, we just take the 
couple of mountainous outcomes in the sense and we look at other- 
studies. We find they climb the ^[ame mountain^ We can adsume it 
is generalizable. \ v • 2V 

I would like, in a way, to close by using the Metro anfidysis that 
was introduced. In a sense, the dollai* invested to the child permits 
him tO'get on Metro and pay for the fare, but when he gets off he 
pays the conductor another $4.75. 

"Mr. Lehman. Thank you very much. - ^ ' 
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[Prepared statement of David Weikart follows:] 
Prepared Statement op David P. Weikart, High/Scope Educational R^earch 

FoUNDAnOK, YPSILANTI, MiCH. ^ , 

Historically/ education has been the' means by which individuals have improved 
their prospects for a more productive and personally satisfying'life Our sociality, • 
investingriiveducation, has reaped the H^^nefits of meaningful progr&s in all aspects 
of our' nation's-develtfpment. While the current debate, sparked by National Com- 
mission on ExcellehceJn Education through their report on A Nation at Risk, focus- ' 
es attention :on the secondaiy: level, there is also a growing, recognition that we may 
effectively prepare students for^education through nigh quality early childhood pro- 
grams. Such programs enable students -liO be more successful in scndbl than would 
be possible without early education. While^thisJknowledge -has. been gi^dually ac^^ 
cepted in the last two or^||u«e. years, the evideiice-to^support it has feen-evol^^MT 
ovr^- the last two decadesTrlow the evidence* is aroori|rtne strongest available to 
policy makers for decisions abolit expenditures of public funds>*^^: 

R^earch concerning the key importance of early childhoW edjuwtion began a feiv 
vears before the advent of National Head Start in a series of specially designed and • > 
highly controlled research projects. With Head Start, evaluation studies ' funded - 
through National Head Start focused on the impact of such nationaL^M^Qgrammirig?-^ 
Jfow* these^two streams of work have come to fruition with astounding evid^ce of 
effectiveness. High quality early childhood education can improve'the lives of /chil- 
dren iand their families and, 'tnost important from the public policy viewpoint, it can 
enhance the quality of life in the community at large. This t^timony will look at / 
these streams of information with special focus on the High/Scope Foundation's Yp- ^ 
silanti Perry Preschpo) Project and the related c<»t-benefil information derived from ? 
tl)at study. ^ » " ' / . 

" • " • , ( 

PINDINGS OP THE HIGH/SCOPE PERRY PROJECT THROUGH AGE 19 V 

rhe High/da>pe Pern^ Project is- a longitu(linal study designed to answer the 
qu^tioh, 'Can high quality early childhood education make a difference in the lives 
of children, their families, arid in the quality of life of the community?? The project 
has five phases of which four have been completed and the fifth is scheduled to 
b^n in the fall of 1983. The phases to date include: 

Phas^ 1: Operatipn jf a high quality early education project with curriculum de- 
velopment, home visitis,'i^d carefully designed and replicated research components.- 
The children began'at age 3 (one group at age 4) and were studied through the end 
of preschool. (Spe; Weikart, Deloria, Lawser & Wiegerink,-1970). \ 

Phase 2: A longitudinal study through age 8 or third grade. The focus is on Intel- 
lectiial development, achievement patterns, and social a^ustment. A cost benefit 
analysis is included using current and projected data. (See: Weikart, Bond & ' 
McNeU, 1978 and Weber, pWer & Weikart, 1978). 

Phase 3: A longitudinal study through age 15 or ninth grade. The focus is on intel- 
lectual development, achievement patterns, and family attitudes. School success, de- 
linquency, employment entry experience, and an extension of the cost benefit infor- 
mation are the miuor concerns. (See: Schweinhart & Weikart, 1980). 

Phase 4: A lonntudinal study through age t9 or after high school departure. This 
phase focuses onTUnctional achievement, social behavior in the community at large, ■ 
• job training, college attendance^ pregnancy rates and patterns of crime. A major *u 
component is the update of the cost benefit analysis using complete school recordsi 
court records, and state department of social welfare data. (See: C%an^d:Lives,'Jh 



Phase 5: A longitudinal study through age 25. The focus will be on family func- 
tion, employment patterns, welfare utilization, crime patterns, and- a cost benefit 
analysis wiui complete data. This phase is to b^n in the fall of 1983. * 

STUDY DESIGN \. 

The study, which began in Ypsilanti, Michigan in 1962, is an examihation of the 
lives of children who were bom with the od^ against them— poor, apparently des- 
tined for school failure, and black in a soci^ in which discrimmation was common. 
Of'the.familles in the study, j50 percent j^ived welfare assistance; 47 percent were 
single-parent families. Only 21 percent^f the mothers and 11 percent of the fathers 
had graduated from high school. Thiis, the families chosen for the study shared very 
^"ular social and economic characteristic8« and they were very similar to the fami- 
later selected to participate in Head Start. ? 
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The 123 children-in the iBtudy were randomly \^ 
group who attended preschool or a comparison group who did toot attend; these two 
groups were hic^ly similar in the characteristics of children and families. Because 
of theii! background similarities, any differences between the groups thereafter 
could be attributed to the preschool progmn. The iexperimental group attenoM a 
high quality program- in a preschool classroom for two-and-a*half hours once a week^ 
eiuier for one school year at age four or two school years it ages three and fcyn 
; The High-Scope Project has been unusuafly^ f^^ of the par- 

ticipants who bMan with the project There has been no sample attrition. While not\ 
all data are available for every participant at every test point, over 95 percent- of all 
idatk are available. Thus, the data reported here are from a group of voung pepple 
growing up in our society ^ho participated in k high quality iwirljr^ildhobd jjro- . 
gram comptired to a group just hke them who did not pjarticipate.'-In reporting these 
results, it is important to\note that these are preliminary data- and some ac^just- . 
bents are expected as the final report is prepared. All findings presented are statis- 
'Hcally significant, with a poasibility of occurrence by chance of less than 1 in 20. 

; . V EDUCATION, . 

f During the school years, one important outcome for the group who participated in 
the preschool programs was that ^hey were placed in special education at a much 
lower rate than those in the group who did not have preschool: 15 oercent ys.;35 
percent. With this early indication of a higher rate of school success,' the preschool , 
group also fmished high school at a hifi[Ker rate than did those withouC preschool; 67 
percent vsr 49 percent. THey then followed up their school succeM .b>. enrolling^ m job 
training or cbllege^lasses-at-a hijgKer r«ite than did those without preschool; 38 per- 
xent^m.^l-percenEThis patteni of pSaurticiRation and success in educational opportu- 
inities'is essential for future Job success ^d productive income generation. These 
' ! three sets of data point out the lasting valuew early education through the creation, 
i of a pattern of self development and success with the migor institutions of society, 
i They foreshadow die kinds of data to be foundMn other sectors of the lives of these 
individuals. -\ \ 

' . EMPLOYMENT 

\ i The differences in employment^pattemjs' of the two groups provides a sharp con- 
trast. -Those who participated in early education are self-supporting about twice as 
\ often as those who did not attend preshcool; 45 percent vs. 25 percent. Wlien Uiis 
\ dihenence is considered along with enrollment in -college and j*ob training, the difler- 
\ ence is evien more Important. This ability to get and nold a job at age 19 is impor- 
^ tant to maintaining a posture in society, and it ^ggests the basic strength of those 
\who attended preschool in forming a foundation for independence and self-direction. 

\ ' . SOCIAL BEHAVIOR 

\with better education end employrhent patterns established, the differences in 
various areas of social behavior are no surprise*, though very welcome. Preschool 
participants have' a lower arrest rate for criminal behavior than those who did not 
participate; 31 percent vs. 51 percent. Those with preschool are less likely to appear 
on the welfare rolls than those without preschool; 19 percent vs: 41 i>ercent. Finally, 
the birth rate for the young women who participated in preschool is 64 births per 
100 wompn as compared to 117 births per 100 women for those who did not partici- 
* pate. . • . ' , , . 

Clearly these data from education, employment and aocial behavior areas are im- 
pr^ive. They give a picture of a group of young people who can take advantage of 
opportunities, be productive, and who are prepared to make « contribution to soci- 
ety through their own efforts. While notiall of those who attended preschool are suc- 
cessful and not all^ those who did not attend are failures, the differences between 
the groups is signiftcant and the areas in which they differ are important to society. 

There is one additional area that can be dScplor^d; cost benefit analysis. It is possi- 
ble to view, these outcomes of high quality early childhood education from the point 
of laew of the economist. It is possible to talk aboiit the'^TJOttom line'^^ such efforts 
as an investment of public funds compared with alternative public investments. The 
following data look at the project from an economic point of view: 

Cost Benefit Results: . , , * ^ . ^ r ■ 

, 1. For every dollar invest in one year of high quality preschool educationaor 
economically disadvantaged children, the returns to society over the lifetime of the. 
^ subject are^approximdtdy: $1 in reduced public school education costs; 50$ in re- 
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duced crime A te (police, juvenile detention, court, probation); 25^,in reduced oqat of 
welfare adrnfllfltration (in addition, $2.25-''in reduced taxpayers- vost of welfare); and 
'$3 in increased liie]&ie earnings (75^ in increai^ tax revenues). ^ 

2. WK^ these Hilres assume: Preschool cost of $4.000' (1981 dollars); and a real- 
4i8count rale of SiSpercent (effects of inflation are taken out as is a 5 percent dis- 
cdUntjWe to reflect expected earnings above inflation of a 'Standard business inVest- 
mentat * * . " - 

3tWhat these figure^^mean: Return pn investment to society for eaeh $1 is $4.75. 
(Ifc.also^appens at this point that the taxpayers return is $4.75 as- well); undiscount- 
ed saying and benefits are approximately double the discounted figures, or $9.W for 
each'll mvested; and preschool pays $1+ return for each $1 invested before age 19. 

While these data are still only the initW findings and are subject to change; the 
trend .is only up. That is, the more actual inforniation we get from thejifeiexperi- 
ence of the participants the more we have to Tiicrease^dur figur^ to indicate that 
the return to society for this investment is greater than we originally, and very con- 
servatively, calculated. The meaning of the cost benefit analysis, however, is clear. 
Soctety at large gains in a significant arid a major way from the investment in high 
quality early childhood education for disadvantaged children. It gains because it 
costs less, far less, than not making the investment. The wa^^ to reduce taxpayer 
burden is to provide the programs. It is that simple. 

' There 'are other issues in addition to dollar savings. Eveiy community wants 
fewer folks on welfare, morie . dependable emplovees, more college graduates, less 
crime in the street^ lower rates df teenage birth. High qiiality.early ^ucation deliv- 
ers on these ^6als as. well. While dearly not the answer to all the proWems that 
beset society, it is clearly part of that answer. 

If this High/Scope project stood .alone it would be diflicuU, perhaps, to defend it 
so strongly. It does not stand alone, \yhile; it is priviledged to be the most complete 
and very;<)owerful scientifically in its' own right, there are two other sets df data 
that are important to the support of investment in'high quality early education. 

'Other research: consortium findings— Research conducted by the Consortium for 
Longitudinal Studies provides strong evidence that a variety of early education pro- 
grams can reduce disadvantaged .children's need for special education glasses or-re-" 
tention in grade, the same school- data High/Scope obtained in the earlier study 
phases. The Consortium is a group of 12 investigators who independently designed 
and impjemented early childhood programs in the 1960s. In 1976 they pooled Sieir 
original. data and conducted a collaborative follow-up of the original participants in ' 
the studies. * " 

Three experimentally designed studies, including the Perry Preschool Study, 
found that early education reduced the need for special education placement and 
retention in grade. The early childhood programs varied considerably: Susan Cray 
iinj^lemented a center-based program in the summer with home visits during the. 
schctpl year^^ beginning at age four; Francis Paliner operated a program of weekly 
two-hour meetings of teachers and individual children who were two and three 
years old. Anibng youngsters like those in .'these studies, those who attended early 
education programs were placed in special education or retained in grade at a lower 
rate thain those who did not have early education; 32 percent vs. 53 percent. 

Other research: Head Start Synthesis Project— Currently being conducted by the 
Administration of Children Youth and Families to examine' new jevidence that Na- 
tional Head Start is delivering effective early education. While the data are not 
available for long time periods like the High/Scope project^ the findings for the irt- 
termediate range are in the expected track indicated by the High/Scope project and 
the Consortium study. Collins, in a summary, points out that measure of success in - 
school such as retention in grade, placement in regular classes as opposed to special 
education and teacher ratings. Head Start graduat>es' usually do better than those 
who did not attend Head Start. (See: Raymond C. Collins. Head Start: Foundation 
for Excellence, in press.) From these two groups of studies, there is collaboration in 
support of the findings from the High/Scope Project 

SUMMARY 

High quality preschool education pays off for disadvantaged children in higher 
acadeniic performance, lower crime rates; and better earnings prospects; it pays off 
to a community by improving the quality of life; it pays off for society at large in 
dollars -and ^cents«. These findings, from the High/Scope Foundation's Perry Pre- 
school Study and from other studies, demonstrate that preschool not only prevents 
roblems that eventually vJ'ould^cost society much more than a preschool program, 
ut also increases the e0ectiveness-and efficiency of the social investment already 
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made in schooling. Budget-minded policymakers looking for hard evidence that a > 
program works to reduce taxpayer costs will certainJy understend the implications 
for public investment which this research supports. ... 
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Mr. Lehman. I have just one question. • . 

Before the end of this Congress, we are going; to have the Immi- 
gration and Naturalization bill, and it has already passed in the 
Senate, and in that bill th^re is an amnesty provision. In that am- 
nesty provision, as well as I understand it, millions of people^ho 
come out requesting amnesty will be eligible for emergency medi- 
cal care. Tha't means that the mothers in the amnesty program for 
5 years, apparently, wilKnot be eligible.for prenatal care. What we 
are' doing is not giving any support in prenatal care-^to these "per- 
haps hundreds of thousands of childbearing age women in the am- 
nesty program if we pass this bill. Yet, as soon' as that low birth- 
weight 'baby is bom, that American citizen— we will have to spend 
a' great amount of money to help that Baby survive, which in 
Miami could amount to $100,000 plus. ; - , 

So I was wonderingf what the subcommittee could do to offer an 
amendment should the bill come to the floor, in order to provide 
prenatal care for the women w^hq come on the amnesty program 
and' prevent the spending of millions of dollars for child care for 
the children of these currently illegal aliens? Do you kppw what I 
am talking about? ! . 

M^. Blackwell; Yes; I db. , , 

. Mr. Lehman,. What would you suggest? Would you help Mr. 
Miller write an' amendment?. 
' ' • I am going to have to leav^. 

Chairman Miller. I was told I have written my last amendment. 

Mr. liiHMAN. dne more. 

I am going to have to leave in a few minutes. - 
_ I-wonder,if you w familiar with what.is going to happen in the 

. Immigration bill? ' c . . t • i. • 

Ms. Blackwell. I just have one piece of information. It is -a terri- 
ble problem and something is already being done in this country 
very similar that has to do with women piregnant for the first time. 
While these women are pregnant, in many States they ^ not re- 
ceive prenatal care because they don't qualify for AFDC qntil the 

' baby is bom. In some States that means they don't qualify fdr med- 
icaid. When the baby is borri^ they do qualify. So, there are tremen- 
dous tosts in neonatal intensive care but no money paid for prena- 
tal "care. - ' ^ >• 
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iSlf. Lehman. If you planned' it, you couldn't make it more 
stupid. - » . 

Chairman Miller. I wasn't here when they planned it. 
Thank you very much. 

I wonder if you would run through for the committee again your 
cost benefit analysis. How did' you arrive at your figures, in partic- 
ular the $368 and $90 million figures. 

Md. Bla(:kwell. I will be happy to do that. 

Before I tell you exactly what the savings is, T want to emphasize 
that the $187,084,000, the amount of additional money the Federal 
Government would have to spend to provide not current prenatal 
care but comprehensive prenatal care to medicaid eligible and 
ineligible. 

^ Chairman Miller. That is the gap? * 

Ms. Blackwell. Yfes, sir, the ^90 million is what it would- cost 
the Federal Government to provide neonatal intensive care and re- 
hospitalization after this expeiiditjire. That is, after comprehensive' 
prenatal care is provided, the percent of low birth rate babies 
would be so reduced that the amount of money being spent by the 
Federal Government for neonatal intensive care and rehospltal 
care would drop from $638,664,300 to $90,199,040. This means an, 
initial savings to the Federal Government of $548,165,260. Subtract 
from that the amount of additional money we were asking the Gov- 
ernment to spend to provide comprehensive prenatal care, and you 
have the reeH dollar savings of over $360 million. 
Chairman Miller. Thank Vou. 

The discussion of the difference in infiant deaths for the black 
population and for the white population, 21:80 versus 12.4, what 
are we talking about in absolute numbers,, in terms of the number 
of black deaths? 

Ms. Blackwell. We are talking about -10,000 black deaths per 
year, using a rate of 500,000 blacks births per year and an average 
black infant death rate of 20 per 1,000 per year. In addition, when 
you consider 13 percent black low birth weight, that means 65,000 
low birth weight black infants per year. 

Chairman Miller. Is the 10,000 part of the low birth rate? 

Ms. Blackwell. Yes, sir, because all of these are born live and 
then die within the first year. 

Chairman Miller. So, in the black population we are talking 
about 60,000 low birth rate babies? 

Ms. Blackwell. 65,000. 

Chairman Miller. We are talking^€^ut 10,000 deaths? 
Ms.' Blackwell. That is right. 
Chairman Miller. These are the absolute numbers? 
Ms. Blacicwell. Yes^ 

Chairman Miller. I am sorry Mr. Bliley is not here. He 
talking about' teenage-pregnancy. It seems to me your pleading starts 
to constrjict a,n inverse triangle. We start with the population that is 
impoverished, and them they select but the teenagers that are im- 

Eoverished, then the number of those teenagers that will give 
irth, then the number of teenagers that wiU give birth to low 
birth .weight babies, then the number of low birth weight babies 
that will die. The absolute numbers, get larger and larger;* given 
the Overall percentage of the original population. 
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j A few weeks ago, in Chicago, I was told that 44 percent of the 
births that take plac^ this year will be out of wedlock, and that 22 
percent of low birth- wieight babies, were going to be born-to teenage 
mothers. So/.this plea, th^ petition for remedy, it seems to me^ to 
zero in ori rather small populatipns that create rather large ramifi- 
- * cations. . 

Ms. Blackwell. That is true. • ^ 

Ms. Salisbury. In addition to being able to deal with teenagers' 
problems, should they be pregnant, part of our petition focuses on 
family planning to prevent the pregnancy. Some of the programs I 
cited have consistently had a very successful rate in reducing sub- 
sequent pregnancies when teenage pregnancy is a part of the prob- 
lem. I don't know offhand what the figures are, but they are cited 
in the petition. We know out of wedlock births often are not^he 
first; many teenagers have two and three infants before they turn> 

2o: ^ _ .. . ; ' ;■ 

Chairman MiLLERv Close together? . ; 

Ms. SausbpryJ. Yes, sir, but the prenatal care that we were talk- 
ing about, comprehensive prenatal care, has been shown to have 
j)rofound effects on curbing those subsequent pregnancies and as- 
" suring the Health of the first baby. 

Chairman Miller. I don't' know how we will work it out, but I , 
think, again^we can target policies for a .specific giroup of low-income 
women and teenagers, and that we have the ability to prevent 
pregnancy'iri those groups. There are many methods, saying no and 
planning come to mind, but the multiplebenefits that flow from the 
prevention are really rather dramatic. This does not even consider 
the savings beyon(J economics^ the savings in human misery that 
would be among, the multiple benefits that might flow one action. 

Ms. Blackwell. That is very true. . 
» I would like to emphasize that part of what we focused on is a 
way to get more prenatal care to all low-income Women. I looked 
specifically at the black population to -(Jetermine what percentage 
f of low birth weight babies could be accounted for by teenage preg- 
nancies. I can't , talk beyond the 45 cities that we studied. In the 45 
cities, the teenage pregnancy rate among blacks was 24 percent in 
- 1981; 27 percent in 1978. I then found out that of the 65,000 babies 
that would be born low birth weight, births to teenagers would ac-* 
count for about 28 percent of them, or about 18,000. So it would be 
a significant contribution, but a much more significant contribu- 
tion to be able to reacli out to all low-income women. . 

. Chairman Miller. I agree. I think there is a common t)jBlief or 
. perception that it would be wise if teenage women did not hdve 
IjBbies at that time in their lives for a range of medical, social, and 
economic reasons. And I think we can see from this morning's 
testimony that, jiist from a dollar standpoint alone, if We don't take 
action the expenditures in later years arc very, vety large. 

Mrs. Johnson? ' . ,1.1 

' ^Mrs. JOHNSON. I apologize to the panel for not having been able 
to get back at 2 o'clock. Lwill review your testimony and will ask 
right now, for the privilege of submitting questions on the minority 
side for at leasjt a few days, because I do want to review this testi- 
mony. ' i 

■•■•..\ . ■ 
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Chairman Miller. We will hold open the record, if there is no 
objection. A number . of Members on both sides have made this 
request. ^ - ' 

Mrs. Johnson. One of .the questions that I would like to ifose to 
you is about teenage pregnancy. * 

You mentioned your support for family planning services, and 
the evidence that you have seen that shows good prenatal care dis- 
courages multiple pregnancies by young people. 

What other approaches to the discouragement of pregnancies 
4iave you seen work, or 'has any of the investigation that^ou have 
done identified^ effective programs .in reducing, teenage pregnancy 
rates? ' , * 

Ms. Blackwell. No, I don't know anything more than that one 
of the things that we did find in just reviewing the teeiiage preg- 
nancj^ literature that is there is an incredible amount of ignorance 
* about prevention of pregnancy. Those statistics are absolutely star- 
tling. They appear in our petition on* pages 39 through 41. There 
the petition discusses the percent of teenager^ in the high schools 
who have no idea how to prevent pregnancy and who are sexually 
active. ^ 

Mrs. Johnson. Do you have any information as to the relation- 
ship between teenage pregnancy and sexual abuse within families? 

Ms. BDiCKWELL. No. 

Mrs. Johnson. As to the Head Start program, I was interested* 
in your summarizing some work that has been done that indicates 
that Head Start does result in lower demand for special education 
services and greater success in completion' of high school. Have 
there been any efforts within the Head Start program to reach 
families while children are at an ejEirlier age? 

In other words, i&^ere any attempt to work with Head Start 
parents not only with regard tq the child but . ^ 

Dr. Weikart. There are restrictions on what Head Start can do.' 
They must focus- on the Head Start recipient child, which is either 
3 or.4?but can be 5, but not helow that, as I understand the r^^la- 
tions. Mo^rever, when they do work with families, they do include 
other children.^ other involvements. It is not working with 
the-r-T — ^ , 

Mrs. Johnson. Has there been any research or planning that the 
Head Start regulations be changed so yo unger children become the 
focus, as wd}? • — 

Dr. Weikart. There have been. . ■ "T''"—^ — 

Mrs. Johnson. WHat would be the iriiplications of that for the ex- 
isting Head Startprogram? 

Dr. Weikart. TTiere have been several worked through, such as . i 
parent-child centers, parent-child development centers, various 
child coordinating^ efforts that have allowed them to work with 
younger children <to tfy to find<6ut what some of the issues £(ire. l> 
think the. agency is fairly well prepared to take a i>osition on some 
of those points? « ' ; 

Mre. 4oi^soN. Is the agency prepared specifically tp .talk about 
the existing framework to expand the foqiis of the teacher-family 
relationship? '' * ' " * " *' ^ 

Dr. IVeikart. I am not in the agency, so J cari't dpeiak' for it. As 
^an outsider who works with it, I think that the agency over the 
last 15- w years of Head Start hais really developed a lot of skills in 
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many areas and is thinking innovatively : about a variety of ap- 
proaches, things they can do that would be different. But the legiS- 
latiye mandate at the present time is restrictive on how they pro- 

C3cd * 

Mirs. Johnson. Thank you. ~ i*- ' 

Chairman M^Ller. Mr. Leland? ^ 
Mr. Li^AND. Thank you, Mr. Chairman. 

Ms. Blackwell, earlier— I doh t know if you have been hep all 

Sfa. BiACKWEil. Yes. . '^^ ■ . • 

- Mr. Leland. Earlier I talked about the problems m the black 

community— and it is speculation on my part— haying worked with ^ J 
^teenage pf^ant girls i^ Houston foY some time now, that therfe ;;5vf5j 
was a problem with the community itself frpm whence these young y >^ 
girls had come that might cause some different kinds of problemfi V ^. 
th^t might be seen in the black comniunity as opposed to the whit^ r 
' ^community^ as opposed to the Hispanic community. 

In yoiir^work, nave you discovered thalrthere might be some pe- 
culiarity of the black community in terms of the lack of— niaybe it 
is an economic matter more than a uniqueness to blacks— but have 
V you^discovered any land of peculiarity or ujiiquenesd in the black 
' community as far as how., the young teenager is treated once that 

person is pregnsmt? ' , u * u 

Ms. BiACXWFU- No. The work that we haye. done would not h^^ 

lookjsd into that. We were looking at basic numbers, looking at sta- 

■ tisfics to determine whether or not teenage pregnancy rates were 

going up and down, whether teenagers were getting prenatal care, 

how it impacts on low.birth weight. „ i. * 

I don't know the answer to your question at all, except to say 
that there does appear to be a correlation between teenage preg- 
naiicies and lack of othdr opportunities. I think that lack of pppo^- 
tunity always makes the situation worse in the community, m the 
home and for the individuals. And so if you have a teenager m a 
situation where therfe are opportunities, you will find there is a dif- 
ferent outcome. \ ; ^ , " ..J • i.u 4. 

One of the things that our review of the studies did find is that a . : 
white teenager who became pregjiant was much more likely to 
marry than a black td^Mger, was much more likely to have a . 
higher ^income at a later nbint, piuch more likely to enter the job . - 
market. If those opportunities are taken away, you have a bad situ- 
ation that is going to be made worse. 

Mr: Leland. Jn looking at those numbers, did :fou see any com- 
parison, of the treatment of these young jpieople by their parents or 
the connntinity? 

Ms.BiACXi^5XL..No,8ir._ ^ . 

Mr. Lbland. Nothing like that? ^ , ^ ' 

Ms. Blackwell. No. . ■ . ^ ^ t , xi. i. - i.u 

. Mr -Leland. I am really concerned because I know that in the 
HBspanic community in Houqlton the family unit is strong. I don t 
know whether it is cultural 6r^ unique to the Hispanic copMniuiity. 
It mi^t have something to do wifh the strong umdence of the 
Catholic Chutch. We have seeii^ thai in these cases the^gra^noth- ^ 
ef , as was discussed earlier, is more than happy/to tfiie^ttar _cl^^ 
and rear the child or help the young-lmother to rear the child and ^ 
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the child would be welcomed into the liome. This is opposed to 
ivhat we have seen to a greater degree in the black community — 
the young girl has not only been intimidated by her peers and, to 
some degree, the community at large, but she is herself from a 
single-pdrent home, usually one where the motheir is the only 
" parent. 

^ .I j[uess what I am trying to get at is I am worried about the 
/ infant mortality rate as welL as thej:ycle of the young teenage girl 
who is going to bear the child or possibly two or three more cnil- 
.dren in the future. Ijust wish' we could come to some conclusion 
about that: I don't know if anybody else can comment on that. 
The other thing is, you are an advocacy group of people, I under- 
' stand, and I remember when I was a pharmacystudent at Texas 
Universijty .we worked with Baylor College of Wfedicine students to 
establish a -free health clinic in the sixties — it was when students 
. were active and wanted to do something out in the community, and 
we got together and we established a free health clinic and we op- 
" ~\ erated it for about 9 monthis until the community politics and a Jot 
of other things destroyed us.- We were too good for ourselves. The 
Texas Medical Association and the Houston Medical Pharmacists 
worked against us to shut us down. 

We used doctors to oversee the project, so that we would have 
credibili^ in the community. These were doctors at the medical 
school. They were riot doctors in the private sector. And they had 
the medicad students, interns, and residents .to work in the free 
health clinic, to actually deliver service, and volunteer nurses and 
nursing students from Texas University. Ihe pharmacy studente 
acted as advocates. We went out and knocked on doors and talked 
to families and asked if there were any particular health problems. 
We would also advise them they should come to the clinic and re- 
ceive primarily health screening, and if we found any problems — 
those of us who were advocates would take the patient to the hospi- 
tal or to a clinic with more comprehensive services. ^ . . 

I asked the question earlier of Dr. Brandt ^ surrogate for the ad- . 
ministration, if, in fact, that kind of idea should work. He s^d of 
course even though he disputed it later, that that kind of outreach 
was, of course, ihiportant but not as important as other, things. 
What do you think about that ill terms of prevention. 
' , Ms. Sausbury. We very much agree with your observations on 
the importance of outreach, consistent with what we are talking . 
about^ii) terms of the need for a national education campaign. But 
tKat has to be geared at the national level and there always has to 
be lo^al community work as well. 
' . The programs that we reported on which were.most. successful in 
making sure women did obtain prenatal care and reduced the inci- 
v-?!^ dence of low birt h weight all h a d local ou treach components. One 
> example I can give is trom the Denver, Cc^ro7T)rogram-ivhere*i;hey' 
' had community workers familiar with- their own'^Tolks in their 
.V neighborhood, who acted basically as the communicating link both 
^ .tile neighborhood and to the staff. And, in only 4 months of 
worKMi^ one neighborhood, oyer 60 percent of the participarits in, 
• _ one|||>yi§i:iatal program came to the program because of outreach 
w6rlki^r^-^and -the^linic_,fi^ were used at least 12^rcent more 




hwere outreach workers. 
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We know this is a p§urticularly effective way tS^e^the word out, 
anci it is one more component in effective comprehensive4)renatal 
care which- shouldn't be lost sight of. , ^^>^ 

Mr. Leland. You ajre advocating a natioiial program? 
Ms. Salisbury. Yes, sir, some of the techmcal reforms -we were 
talking about included medicaid specifically requiring outreach. We 
want to', make sure that outreach components are, if anything,, 
builtrup. The current administration has eroded it in various ways. 

Mr. Leland. In addition to that, the thread that binds all of this 
together, if I , may take on a controversial iesue; is sex education. 
You know how sensitive this issue is. We have been advocat^ for 
sex education on the iPederal level against tremendous odds. I hope 
this committee will make recommendations in the future, as far as 
legislative Mandates are cdpcemed regarding this subject.^ 
I^. Salisbury. Well, we can't^answer your political dilemma. 
Mr. Lelakd. l^rft even try, we can't either. 
Ms. Salisburyj«|^s Ms. Blackw^l cited a little while ago, the fact 
is a tremiendbus £^ount of igntig^ce prevails, particularly among 
teenagers, which we know is a contributing factor to the teen^e 
pregnancy rate. This fit^ into what Congressman Miller was talk- 
ing about, the number of teenagers who are sexually active and 
don't have any refill comprehension of what is happening to them- 
selves and what the risks are, and their iiaivete surrounding that 
. is Aiite appalling. \ " • , ' . , ; 

Ms. Blackwell. You mentioned m earlier comments that many 
peoplfe who are poor and lack access to iiitforniation do not imder- 
stand the importfiuice of prenatal care and do not understand the 
compbnente of it like refraining from smoking and alcohol con- 
sumption and the Ose of drugs during pregnancy. That mi a part of 
what I consider outreach that dan be ddne at the Federal level and 
could be tremendously importtot. \ ,. _ ^ 

A few months ago I wa? involved in petitioning the FD A regarc^ 
ing the issue of the labeling of over-the-counter drUg&rWp proposed 
that there be symbols used on over-the-counter drugs to catch the 
attention of 'tieensigers, women not accustomed to readmg labels. I 
was pleased when here in Washington, D.C. Giant Drug Company 
l>egan to use the ^rmbols to alert pr^ant women arid others to 
ix)8sible risks associated with over-the-counter drugs. 

That is part of what I see as an educational outreach campaign. 
BiUboairds, labels on over-the-counter drugs, alcohol and cigarettes 
and television commercials to inform people, who don t have acc^ 
to Health education classes, to the very basic information that; will 
help to reduce infemt mortality rates in the country, and particu- 
larly to close the infant deatii gap. 

The gap is increasinjg andTactual rates, according to -our survey, 
fio^ going up from 1980;to 1981— not only did 
„thfi 4fi dti<>s-^>i**^^ in: infcmt. mo rtahty rate , in 

black communities. Again I remind you t}iat tMs was *usmg^eight' 
ed averages^we were not just looking at individual cita(»3. We con- 
sidei^ «3l live- buihs and aU the deaths for half of the black babies 
born in tha* year and the rate wen^ ^ ^ A: ' 

Mr. Leland. The fact of the matter is, we can t afford th9se re- 
sources, we are spending necessary rrfney on buildmg MX missiles. 
" I yield back. • ' ^ 
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Mr. Weiss. Thank you very much. 

Rt^arding your very last comment — ^were you here when I asked 
Dr. Brandt as to ' what has been happening to the rate of infant 
naortaHty over the course of th*e last 5 years. He said— I think I am 
recalling it accurately — there has been a steady 3 V^rpercent de- 
crease year after yegr. 

How do you scjuare that with your information? 

.Ms. Blackwell. I did liear him say that. I will share with you 
that, according to the statistics that he used frotn the National 
C^enter for H^th^ Statistics, the rational rate for blacks in 1978 
Was 25.1. In 1979 it was 21.8. In 1980 it was ||. 4. The difference 
between 21.8 and 21.4 is not consistent with we 3V^ percent in-^ 
Crease'that he said was ocf^irring year after year. 

Mrs. Johnson. I don't believe that his remarks indicated there 
was a consistent decline in every group bi^t across the board for all 
groups combined. 

^ Mr. Weiss. I can't have it read back. I will be looking at the trmn- 
script^^th interest because my recollection is that in fact he was 
tallung about the black community. That is why I was focusing my 
question, therfe^-^* ^ 

M^ Leland. I think the gentlelady is right, he declared igno- 
reince on the fact he didn't know whether or not as far as. blacks 
were concerned. , 

Mr. Weiss. Well, I thought 

Mrs. Johnson. He quoted old statistics for the individual ethnic 
groups but I don't think at any time he implied he was ac^ressing 
groups. 

Mr. Weiss. ¥ou may indeed be correct. . 

I gather that you touched on some of your reactions to 'some of 
the earlier t^timony and I lun sorr^ that I missed it. If I am being 
repetitive, the chairman will so advise nii^. 

' In Dr. Brandt's concluding statement, he said the health of oiir 
children has never been bietter.' Then he said that the prevention 
programs of the Public Healtii Service are still of the highest prior- 
ity, r 

Would you agree with the first statement, the health of our chil- 
dren has never been better? > > 

Ms. Blackwell.' I would say the health of some of bur children 
has never been better, but unfortunately, the health of maiiv of 
our children hieis not changed very much m recent yearsr%i(^d there 
is disturbii^ : evidence that, if we^ don't do something aboiiit the 
problem of low bi^ weight, the technological intervention respon- 
sible for reducing infant mortality once a. small baby is born is not 
going ;to bring any new changes^ about^ and we are going tx> see a 
worsening in, the health of poor children and black children and 
' children who lack access to the bert this country has t^ 

Mc. Weisb. Within that context, at the, very end of Dr. Brandt's 
stiatembnt; he referred to this briefly. He had indicated his goals' 
and the Public Health Service's goal» and he said that By 1990 the 
^natioiml infant mortality rate for aU iScdbies; up to ! year of age 
should be reduced; to no more than 9 deaths per 1»000 li^ birthsi 

By tl990,; ho county and n^ group^in the population 

shouildi heive an infant mortality 'rate in 'exce^^ of 12 deaths -per 
I»000 live births, ^d discounting, for the moment^ the different 
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numerical goals we are starting from, there may be some logic to 
recognizing realities of the day. 

Given what in fact we are doing as a society, and what we are 
doing as a government, hdw would you view the goal that has faneeh* 
set, that is the rate not in excess of 12 deaths per 1,000 by 1990. 

Ms. Salisbury. I think you did miss my opening comments. 

Based on the 1980 data that Dr. Brandt provided us, which were 
data we had been very hungry for and had not been able to obtain, 
the fact is again that for some of our population we are marching 
steadily toward that goal; for another portion of our population we 
are not.- • ' 

Assuming a goal of 9 to 1,000, the white population as of 1980 
was 82 percent toward that goal, the black population 42 percent 
toward the goal. Even if you accept the built-in discrepancies in the 
1990 goal of only 12 to 1,000 for the black population, we are only 
56 percent toward that goal as opposed to the white population 
being 82 percent toward a lower goal. So we are not marching at a 
rate of progress that is acceptable^in any way. If anything, based 
upon our sample of half the black biiths in the country in 1981, we 
are regressing when we focus on the minority po]pulatipn. 

Mr. WEisa Why, if you would, this ro^ Interpretation of the 
black community march toward that-goal? Do you have any insight 
into that? 

Ms. Sausbury. I didn't hear Dr. Brandt being rosy when he spe- 
cifically talked about blacks. I heard him— ^ 

Mr. Weiss. I am talking about the numbers that you just com- 
mented on, the numbers, the goals that he had set 

Ms. Saxjsbury. I see. * - . 

Mr. Weiss. As I listened to your testimony, you are sa3ring^ that it 
i^'t.likely to happen, that it doesn't fit in with the rates these talk 
about? r ■ \ ' 

. Ms. Salisbury. I do not know why Dr. Brandt would be so opti- 
mistic except it seemed to me whenever he was optimistic,- he was 
optimistic to the total population and w^ failing to focus on the 
special circumstances^f the black population and minorities. 

There is a reason* for optimism in that we could reach that goal 
but we are not currently- moving toward it. We could reach this 
goal through provision of comprehensive prenatal c£ire to all poor 
pregnant women, which is well within the capability of the current 
prograinis we have-on the books and welLwithin the current budg- 
etary capabilities that we have. It is cost effective to do so. We 
know we could reach this goal but we are not! 

Mr. Weiss. Thank you very .much! 

Mrd. Johnson. Before we close the hearing, I have one last ques- 
tion. ' , . 

Chairman Miller. Sure. * 
' Mrs. Johnson. I apologize if this is*nbt answerable. 
. I have ''reviewed what we disjcussed herejtoday and have noted 
that there are several factors theft, are extremely important to as- 
suring children the very best .possible health and opportunities in 
their lives. It seeing to me that the factors that we have discussed 
have been nutrition and health care, both pre-conceptioh, prenatal 
and postnatal. 
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We also di^ussed alcohol, cigarettes, marihuana, coffee^, and 
other drugs; arid then at little later age, education. 

I wonder how you see the challenge of the decisions surrounding 
the expenditure of Federal dollars^ and the amount of Federal dol- 
lars that ought to h^ expended? Clearly they have been focused pri- 
marily on nutritional and health care and family planning kind of, 
services. ^ , 

How are we going to deal with what clearly today is a very 
strong decided influence of alcohol, of cigarettes, of things that tra- 
ditionally government has not leveraged?' We have not tried to lev- 
erage behavior in certain areas . over those kinds of thinp, and 
clearly todav they have a very important influence on brain size, 
and on the development of underweight babies. * 
^ In looking at that pattern, how would ydu help us either rede- 
ploy or beef up our sources? How would you help us deal with the 
fact there are some voluntary actions out there that might be more 
signiflcant than those things ovei; which we have control? 

Ms. Blackwell. I think there is an answer to that question. Part 
of it is comprehensive prenatal care. One of the things T have 
found, both from reading literature and in talking to people, is that 
oven^^lmingly a woman wants to do what is. right for her baby. 
Some people nave access to informatior^so they can easily And out . 
what is 'ri^ht for the baby, and others are deprived of access to the 
information. ~ 

We may not be able to do anything about smoking in general or 
alcohol consumption, in general. And we may differ about what w^ 
think ought to be done about it. But % do believe firmly, and the 
literature seems to be firm, that when .women are pregnant, and 
find out about the danger of smoking, very often they will stop 
smoking during the time that they arexarrying the baby. 

Women»who find out that about the dangers of alcohol consump- 
tion very often stop consuming alcohol while they are carr3dng the 
baby. 1 

Women whoTOid out that over-the-counter drugs and other drugs 
may be harmful to their babies will suffer headaches and other 
problems rather than take a medicine to deal with it. 

I don't have^ data regarding'these patterns among large numbers 
of women, but we do have data from programs. providing compre- 
hensive prenatal care' that can document the fact that this hap- 
pens. ^ 

Mrs. Johnson. How about the teenage mother population? 

Ms. BLACKWELL.^Prenatal. 

Prenatal programs that deal with teenagers also can document 
that teenagers who are educated about what to do, often will do it. 
i^f^ipe >yill not. But many will. ' ^ 

Mrs. Johnson.' Is it a question of inclusion of all these things in 
the approach to nutritional and health care? 

Ms. Blackwell. That is right. ' 

Mrs. Johnson. In a sense, the WIC progr^ is too narrowly fo- 
cused. . • ' ' ^ 

Ms. Blackwell. Prenatal care, as. presently presented, may be 
too narrowly focused and should be more comprehensive. The cost 
benefit data I have presented today refers to comprehensive prena- 
tal care — not just present prenatal care. 
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Mrs. Johnson: Do you also include adtdressing these ^type of 
things we talk about today in' a comprehensive way^ 
Ms. Salisbury. Yes. ' 

Dr. Kennedy. If I could fnake one comment before We get ofT the 
. subject, while I £^ee that prenatal care can be a part of the 
answer to things like dealing with substance abuse, in the data we 
« have looked at for teenage pregnancies, you typically se^ a pattern 
' of what I call too little, too late. 

If I were thinking aboUt a long-term strategy, I would pursue i 
avenues like the educational systemi building in some of 4;hese 
items in the curriculum, bc^cause in tl^e women we have looke^ ai 
in Massachusetts, approxim Aely a third of 1,328 women were jteen- 
. age prenatals; and on the average they came into the prenatal care 
system in late second trimester. Although you caii do some\hing 
with that period of pregnancy — and I am not discounting that—' 
vthipking about the effects of substances like alcohol early on in .v 
pregnancy, if we could have, we would have wanted to get to them 
earlier in jpregnancy.^ 
The other issue really is one of general versus specific, although 
. there is a lot of general information around on misuse of smoking, . 
alcohol, whatever. It is sonazing how many women — and this isn t 
' necessarily limited to any economic group— haye little or np^infor- 
.miation op these figures. When I was doing clinical practicem^e 
early ,1970's aniHrad sessions with women who had delivered low • 
birth rate infants in tryingAo look alb_ future pregnancies in a pre- 
ventive, approach and got into the discussion of moderate cohsump^^ 
' tion of alcohol, and the look on women's faces was: . Could the alco- 
hol I had consumed in pari; have contributed to this? These were 
^ the sort of >fromen I would call a'ware . women, but alcohol consump- 
tioil is such a part of our social atmosphere«and the thought of one^ 
or two glasses of wine at dinner, doesn't necessarily connect in 
women's minds that thi s is J)a d. 
I agree with the coipiirent that once they know- — — . 
IV&s. Johnson. Chij^ the^ know. . . > ^ ^ 

Dr. Kennedy. But I tmnk almost preconception, some^ 
have to get that sort of information out to the general public, be- 
cause some of our time is already lost if we are beginning just 
during tiie prenatal ^riod. / ^ 

- ^ - Ms. Salisbury. We^ certainly could o^e that as beiqg part of the 
/ national education campiugn we were tal^^ 

Dr. Wekakt. I would like to add one more dimension/ the educa- 
tional side, because in a sense one way to reduce tha problem is to. 
havjs ways of not having it occur at aU. I think that the power a|h >* 
.parenj;ly of early childhood education of 3 and'4 Veiars of age, 
: giving young children a differ 

proc^ding tlm>ugh life, is so powerfuUy de'moii8tr^dM. by a se- 
^ quence of stupes i^at suggesting that, in the same breath we^sire 
• talking abo^iUow bi]i;h n^te and these^ ^ 

to keep thmkinglJiere is another side of the coin. ^ ^ ^ ^. ^ ^ 
• We canH repeat the limg cancer specialists conference, which is J 
to talk about operating techiuques. They hkve to spend time ^ 
. tal^g about reduction of environmental causes of Jung cancer, >i 
which is equally important. I thii^ that is one of the iissues here,' ^ 
i;:. ;- too. ' . ■% : 

: : , • - ■ % ■ 
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Chairman Miller. Let me submit for the record the case of alcohol 
and |>r^ancy. On^age 3 of Dr. Ouellette's statement we see from 
long recent studies that all' women tend to decrease alcohol intake 
during the early months of pregnancy presumably from a combina- 
tion of factors. Later she notes that even^omen who drank lieavily 
have stopped drinking duringL^tho ■pregnancy. Other studies show 
that 'women are generally^very highly motivated to alter their 
drinking habits in order to produce offspring with the leastopossible 
risk, i 

We will try to get these studies for committee members. It is im- 
portant to learn now attitudes are changed and more positive be- 
havior b^ns. , , 

Mrs. Johnson. Isn't it interesting that we have a WIC program, 
we have medicaid which doesn't reach everyone— there has been 
no ability of research to' penetrate those programs. In other words, 
this information, I assume, wasn't discovers in the last 48 days, 
you know. Yet it hasn't been fed back, so that part of our medicaid' 
approach requires— I mean, look what we have been willing to do 
in terms of* parental permission for pregnancy. We have been will- 
ing to ask Govehim^ to require certain things. I don't support it. 
That is a bad example. 

But the point is that we have the ability to Tequire that certain 
InformatipnToe made available and be out there. It is much like 
Prozeltor said at one of our very first hearings and examples he 
gave. We have to find some better way to bring our knowledge, and 
wisdom, and understanding to bring to bear to those programs on 
which we do affect people's lives and expend public moneys. 

Oliairman Miller. I couldn't agree with you more. We are caught 
in a double bind. We haVe hundreds of thousands of people waiting to 
r^ive WIC, just to get the benefits we'alre^idy know it ofiers: 

Informational flow is one :of those benefits. Many of the women 
m the«WIC prdgram are getting medical advicef «for the first .time. 

Mrs. JoimsoN. JjVe could probal^ly do it for free: 

Mr. ^Leland. -QhiEi of the things w6 found in the infant Inortality 
task force we institu!ed in* Houston was that there was. a lot of in- 
formation availa6le7l>ut none was collated. There was not a central 
receptacle for information to be disseminated to organizations and 
/individuals, for that inatter^: in order that statistics could be gath- 
ered/ in ord^r to \eafn about the specific problems in specific .areas. 

I swpect that the sair^e />roblem holds with programs like WIC . 
and medicaid— thaik'^thfr piroblem is even further complicated be- 
cause localities don't knoiv^ow^ to solve thesle problems. ^Some- 
times^he program WIC it ?elf, and medicaid advocates find them- 
selves in^ qiiand^ because the information is not foimd there. 

I suggest that maybe oiie of the thii^gs we ought to c|o is to possi- 
bly set up some kind of opportunity for a central comptiter Isank 
for the country. . 

Chairman Miller. If the gentleman will yield. This concept haa^ 
now been touched on three different times, including Congress- 
t woman- Mikulski's earlicgr question; why can't the National Council 
on Alcoholism, for -example, distribute information through WIC, 
directed at pregnant women: Wdare all anxious to better link up the 
resources that currently exist. 

Mrs. Johnson. That is right. / ' 

. " ' v:- • ■ f ' 

, ■ • . ■ ■■■■ /• 
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Chaiirmto Miller. Hopefully, out of the life of this committee, we 
will learn how to better that link existing resources. There are many 
of us that would like to expand those resotirces^^ both public and 
private. 

And in your brief you point out that if we can get A to talk to B, 
and B to talk to C, that there is an opportunity to eliminate some 
of the gaps in infant mortality that exi^t now between, certain 
groups.' ' • 

Ms. Salisbury. If I could address these last points, our petition is 
designed to meet both of those problems. We asked for an appoint- 
ment of a Select Coordinator within HHS who would have com- 
plete oversight over all the maternal and child health programs 
and v/ould be a direct link .to the WIC program, as well. * 

One of the coordinator's functions would be to provide a clearing- 
house of information to yirturaly every prpgremfi that is under his 
or her jurisdiction, so that programs and State agencies would have 
. access to the wealth of information that has already, been pulled 
together, so we are not reinventing thei wheel. 

Second; we did ask, Congresswoman Johnson,' that a standard of 
compr *iensive prenatal care be defined and mandated by the Fed- 
eral Government which is absolutely within HHS' current jurisdic- 
tion to promulgate. They need no further legislation to do that. 
There then would be one comprehensive prenatal care standard for 
anyone receiving Federal dollars in their prenat^ care whe^er it 
is medicaid dollars-or ESPDT dollars or community health centers. 

Comprehensive prenatal care, which would include precisely .the 
kind of health education we are talking about, could easily be the 
minimum standard and could maximize the use of Federal dollars 
; and prevent some of these problems. \ 

Ms. Blackwell. Regarding statist^pra data, one of the biggest 
\^ frustrations in compiling the data' for our study was the lack of 
data available from ^the nationed Government. Up until today; we 
r couldn't get data broken down b^ race beyond 1979. 1 think this is 
particularly indicative of priorities, because this' is a country that 
has its finger on the pulse of economic indicators every week an^ 
- every month. We know from the CP! whether butter is going up or" 
cars going down, literally week to week . • 

*Yet; for an indicator as important to the Nation's health: as 
infant mortality, we could not get any data, culling all sources^ 
available beyond 1979. ; \ ,^ 

Chairman Miller. I don't want to hold my colleagues or the panel 
« here.much longer. ' 

I)r. Weikart, your study is « almost too good to' be true. Pplicy- 
makers are always looking for programs that help people and save 
monev\.at the same time. 

WliO has commented on your study? What kind of hurdles have 
you overcome to reach this point? . ^ » 

Dr. WsiKART. I think a lot of outside professionals have been in- 
volved in it. I think perhaps more iniportant than outside people 
comin&:iti;>g has been the fact that of recent years the data have 
come ''•om a variety of sources other than ourselves. For example, 
the .ri.A.;8 data come from police blotters and are provided by the 
police departments. The welfare data come from the State welfare 
division — not from us. • , o 
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in a sense, I, too, have breathed a kind of sigh of relief that some 
of the outside groups that have no stake in it Whatsoever have 
been able to supply information and have been confirming the in- 
formation we have gathered and dealt wit;^ ourselves. So, it is 
passed, in a sense, scientific review as well as perhaps — and from 
my perspective, even more important, becau<?e I have had confi- 
dence in the scientific aspect all along, has been the fact that out- 
side totally disinterested people . have collected specific data based 

,on this. So, in a way it stands as a laboratory-style study. 

^ I wouldn't expect to find the same extent, equivalence, some 
extent of^it, in all kinds of outside programs. At least it shows what 

, can be done. 

Chairman Miller. Dr. Falkner, Angela Blackwell said earlier that 
. if we^don-'t deal with the problem of low birth w^ght, that in an^ of 
itself may negate the kind of progress we are making in the 
technolo^cal sense of being able to keep a smaller, more premature 
baby born alive after birth, that technology may not necessarily 
overcome the harm caused by the increased number of low birth 
weight babies. 

Do you concur in that? * V 

Dr. Falkner. Absolutely. I think the Wonderful technology which 
neonatology has developed, particularly in the last 10 years, I 
doubt whether it can really get much better. I think it could be 
more available all over the world. But where it is of a particular 
high standard at the moment, T think, they have just about reached 
the point of excellence. , \ 

So, I think Angela Blackwell* is absolutely right. I think that the 
production of more and more infants of low jbirth weight will in- 
crease the infant mortality rate. 

Chairman Miller. Beyond the c&.pability of that technology? 

Dr. Falkner. I think so, yes. 

Chairman Miller. You sat here and listened to the testimon^^^and 
conversation we have had today on prevention issues'. Are there 
currently disincentives to the deplo3rment of preventive strategic? 

Dr. Falkner. Yes; I think there are. I think that 

Chairman Mill£r. In the public advocates petition presented to 
the committee today, there is an outline of some of these issues: the 
questions of whether or not you are eligible for AFDC,' whether or 
not it is your second pregnancy. These are the kinds of items that 
have become counterproductive to our overall goals. 

Are there any similar problems in your general field? 

Dr. Falkner. I get ^he distinct impression that treatment, better 
treatment, putting ironey behind gopd treatment, new discoveries 
of treatment, siervice treatment all the time, is rather dramatic ikfiid; 
is nipst acceptable tc the population; that physicians and physician 
attendees are doing jomething. They are 6yihg to find a cause for 
cancer. They have made breakthroughs in the treatment of leuke- 
inia in children. ^ 

I think all these things are excellent. They are very acceptable. 
But if you ask the population to concentrate on prevention of a 
particular disease, 'a ^particular entity like a low birth weight 
mfant, it is not very dramatic. The population ia not nearly so in- 
clined to support, in my opinion, that approach. The approach of 
prevention is hard to sell. • * * 
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ChairmanMiLUSiv Thank' you. 

Do you have any further questions,. Mrs. Johnson? 

Mrs; Johnson. No; thank you. 

Chairman Miller, Thank you very much for staying with us all 
day and for your presentations. 
The task force will stand adjourned. 

[Whereupon, at 3:5Q p.m.. the task force adjourned subject to the 
call of the Chair.] . 
[Material submitted for inclusion in the^ record follows:] 

. Adoitional Queotions by Cqngressman Buley and Cq^>igr^sswoman ^i oHNSON— , 
Select Committee on Children, Yo£mi, .ANirFAMiUES 

Congressman Bliley of Angela Blackwell: Some have suggested that the higher 
Black infant mortality rate is a reflection of the higher percentage of "high risk" 
pi^egnancii^ among Black teenagers as compared to white teenagers. Can you tell iis 
the proportions of the Black and white populations that are at risk? How do these 
twp difrerbht high-risk pregnancy rates affect your focus on the infant mortality gap 
between the two 4)opulatjDns? * ; -- , ; . ' 

~ Answen.AsJ'stated in my:t^timohy.of June'30;i9SS^Def6re theSel!^ Comrtiitteev 
on Children, Youth and Families,, teenagers who become pregnant are at greater 
risk of having low-birth weight babies, and low-birth .weight babies contribute di- 
j«ctly to high infant mortality rates. Using an approximaterl980 figure of 500,000 
Black births per year, "an infant mortality rate of 20 per 1,000 (actually the infant 
mortality rate for Blacks in 1980 was 21.4 per 1,000) imd a low-birth yrekht rate of 
13 percent (which is the low-birth weight rate that was recorded ill our survey of 45 
cities), we can determine that apjproximately lO,00(y Black babies will die every year 
and 65,'OCIO will be bom of low-birth weight. Assuming a teenage pregnancy j^te of 
27 percent (which was the rat« in our survey done of 45 cities), we can determine 
that:approximately 18,000 of the 65.-000 low-birth v^eight babies can be attributed to 
Black teenage births. While this is a significant number, it is obviously not the 
whole problem. . » ^ . . - . i_ 

There can be no doubt that given the high percentage of births to teenagers m the 
Black community, that the infant mortality rate could be drastically reduced if ef- 
forts only focus* on reducing teenage pregnancies'.- Comparing Black teenagers to 
white teenagers, white teenagers, also are at high- risk of having low-birth weight 
babies but percentage-wisCv fewer white teenagers give birth and those who give 
birth are more likely to have access to prenatal care because . ^hey are in higher 
income brackets and have access to more information. In comparing the different 
risks to ^nagers white and' Black, both* are at a higher risk because of lack of in- 
formation and lack Of access to prenatal care, but the white teenager does haye ad- 
vantages which probably make their low-birth weight and infant mortality rates 
lower. 1 

Congresswoman Johnson of third panel witnesses: I am concerned that little at- 
tention has been paid to the importajnce and cost-effectiveness of family planning as 
a preventive service. I would be interested to hear what our viri^nesses have to say 
on this topic, if they would care to venture an opinion. ./ ■ ■ 

Answer. The coetpeffectiveness analysis that was provided in the infant formula 
petition focused on the cost effectiveness of providing comprehensive prenatal care: 
A small portion of prenatal care does include family planning services. It is impor-^ 
tant to note, however, that the costs of the prenatal care are much higher than the 
costs of providing family planning infonnation. Comprehensive prenatal care can 
prevent the birth of a low-birth weight baby, but it prevents it through medical 
services, hospital services, and qiany other expen^ve services. Many low-birth 
wei^t babies are bom because the babies are not wanted, because >th^ were bom 
to teenagers who did not have adequate birth control information because the^r were 
bom to lowrincbme families who could not afford prenatal care. Family planning 
services could prevent these births and also prevent the necessity to spend massive 
amounts of money on prenatal care. Obviously, any money put into family planning 
is extraonlinarily cost effective; even more cost effective than the prenatal care that 
we were proposing. 
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August 15, 1983.. 

Dr. Stanley Greenspan, ^-^ , ' 

Mental Health Research Center, 

AdelphU MdL ■ . ■ 

Dear1)r. Greenspan: This is to expre&a my personal appreciation for yo|!rr ap- 
pearance before the Select Committee on Children, Youth, and Families' P^^ention 
Strategies Taslc Force at its first hearing. Your participation contributed to making 
the hearing a success. 

The Committee is now in the process of editing the transcript of the hearing for 
publication. It would be helpful if you would go over the enclosed copy of your testi* 
mony to assure that it is accurate, and return it to us with any necessary correc- 
tions. 

Also, Representatives .Bliley and Vucanovich have submitted the following ques- 
tions for you for inclusion in the printed record: ' ' 

Mr. Bliley: In an article published last year, entitled ^'Developmeiitfil Morbidity in 
Infants in Multi-Risk Factor Families: Clinical Per8pectives,^\you said that 'Mf we 
give due weight, to the degree of impairment or morbidity' pr^nt in each of these 
niulti-risk factor families, rather than focus on reaching the largest number of fami- 
lies per unit oriexpenditure, the need to reach this often neglected group becomes ^ 
compelling." You also mention in your testimony that early intervention with 
multi-risk factor families ia clearly "cost effective" in economic and human tei'ms as 
compared to special education programs addressing the problem when the l^ic per- 
sonality of the child is already developed. Are you making a statement about the 
targeting of our public healtli resources? If so, could you clarify that? Do you feel 
that more of the existing public services Tunds should be targieted to interventions 
for multi-risk factor families wjth infants? (Article' referred to in question is at- 
tached.) ' ; 

Mrs. Vui^anovich: You deal in your work with some of the most disadvantaged, 
dependent individuals in oiir country. These people, parents with infants aiid chil- 
dren, are often ynable to care for themselves in the most basic of ways. Yet,' your 
;Work seems to affirm the value and dignity which belongs to them, as it does to air 
human beings. What is your opinion regarding recent contioversie^ of handicapped 
newborns? How do you deal with the conflicting ethics in your profession regarding 
the quality of life versus the dignity and value j of all human life? 

Let me |igain express my thanks bs well aa that of the other members of the Com- 
mittee, for your contribution. - ' ^ f 

Sincerely, , • 

George Miller, 

. . / / Chairman^ 

. . ' Select Committee on Children, Youth, and Families, 

Department qp' Health & Human Services, 

AdelphU Md., September 7, 1983, 
Hon^ George Miller, ; ^ • 

Chairman, Select Committee on Children, Youth!^ and Families^ 
U,S, House of Representatives^ 

Washington, D,C ~ \ ' ^ 

Dear Mr. Miller: Thank you for letting me take a look at the transcript of ihe 
hearing before the Select Committee on Children, Youth, and Families' Prevention 
Strategfies Task Force. Enclosed is a copy of the! transcript with some minor correc- 
tions. Also enclosed are the answers to the twq additional questions posed by Mr. 
Bliley and Mrs. Vucanovich. . v 

I would like ^ express my appreciation for the attention the Select Committee 
Task Force is bringing to important challenges regarding the health, mental health 
and education of our children and their families. 

Please let me know if I can be of any further assistance. 
Sincerely yours, 

Stanley I. Greenspan, M.D. 

AN8Wib(s TO Questions JIaised by Members op Select Commhtee on Children, 
Youth and Famiues, ^U.S. House op Representatives (Stanley I. Greenspan, 
M.D.) 

. 1. Mr. Bliley's question on targeting of resources toward multi-risk factor families 
with infants. 
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The issue is not so much '^targeting" of resources, but employing our resources in 
a more balanced manner .''At present there are relatively little resources available to 
infants, toddlers and yoiing children with a variety of development problems. The 
especially a^risk infahts iji multi-risk-factor families. are-^n example of a group who 
traditionally have not received necessary medical.help ^nd educationallservices' in 
the first five years of life. Part-of the reason for this group presenting so many cog- 
nitive emotional-problems by the time they reach school (and at the same time not 
'having-ufecessary services) is related to the challenges of effectively reaching this 
'^population.. A balanced program of preventive services wdiild include "outreach" 
services for families who don't come in for traditional services.. In addition, special 
patterns of services, as described in the article on infant morbidity, wpuld offer 
these types of families the opportunity for an ongoing relationship with one member - 
of the therapeutic team, help with stabilizing survival needs and preventive inter- 
vention services geared to 4gd}yidual differences in the infants and their families 
(including such individual d^tirenc^ such as babies with hypersensitivities, parents 
' with psvchiatric illness or severe stress reactions. ► » 

Our health and educational services have been geared toward the notion of a 
^'captive audience."-In other words, in a hospital huge expenditures are made for aV 
premature baby to help^that babv survive and function as comoetently'as possible. 
If that baby leaves the hospital, npwever, no matter how at risk.thaf bjaby is for a . 
variety of developmental disturbances, little effort is made to provide follow-up care. 
Compared to the thousands and thousands of dollars a^day that it' costs to help that 
baby in the hospital, the'relatively modest expenditures, such as $10,00 for transpor- 
tation to bring mother and baby in for a follow-up visit is currently not being spent. 
Part of this relates to regulations. which do not permit expenditures for home visits 
in some areas of the country or Wliich do not permit expenditures for transporta- 
tion; a critical issue in whether or not a family may obtain follow-up care: Oh the 
surface it may appear ludicrous when tens of thousands of dollars per day can be 
spent for a baby while in the hospital and $10 to $15 can't be spent to bring that 
baby in for the critical follow-up viisit. Almost all the studies point to the family 
milieu and the support the baby receives in the first few years of life as the* critical 
predictor as to how that baby will do later on. Preventive intervention progranutHQ^ 
work with the family and assure, good follow-up care is therefore especially impor- 
tant. In other. words, while it is certainly critical to provide the best possible pro- 
grams for a baby while he or she is in the hospital, the research points to the time 
when the baby go^ home as the critical period for determining how that baby will 
perform in an emotional, intellectual, and social sense as that baby grows up. 

Is this lack of follow-up care and balanced prbgrams for the child simply a matter 
of "poor" regulation^ that need to be rewritten, or is there a fundamental problem 
with the overall philosophy that underlies our health and educational syste^? . 

I believe it's the latter. To continue the extople given earlier, just as we provide 
to a "captive" infant and family in the hospital, we also firovide special educational 
services of a modesrnature to children once they're in school. Again, a youngster is 
in. a federally, state, and community-supported facility. From a policy perspective, 
the notion of providing transportation 'or reaching into the home to help families 
. has not bedn possible even though the cost per family for these kinds of programs is 
basically far less than hospital-based care and .not a great deal more than in the 
extra help we give children for "special education" once they're five and six, years of 
age in the school system. Therefore, it appears that it is not the re8ources1)ut more 
the philosophy of continuing versus intermittent support for families. Obviously, 
one needs to oalance the issues of intrusiveness and icontrol with supporting the 
family's autonomy and ability to choose for themselves. Nevertheless, there are 
many families who would' clearly elect to have preventive health, mental health, 
and educational services for. their infants, toddlers, and young children if these serv- 
ices were- made available in a way that was consistent with the family's needs. 

Therefore, the issue may be viewed from the perspective of "jtargeting" resources. 
Unfortunately, at present, there's such an unequal distribution of resources in 
terms of a child's age (i.e., almost no services for the 0-4 year-olds), it may be more 
appropriate to discuss this issue in terms of a balanced approach to resource alloca- 
tion, and the way in which resources are used to support innovative preventive serv- 
ice programs. . 

2. . Mrs. Vucanovich's question on .the ethics regarding quality of life versus the 
dignity of life and v£^ue of all human life. 

Recent debates concerning "handicapped newborns" raise a number of important 
issues. As medical technology ha^^.advanced, it has become possible to help babies 
who in the past would not nave survived to survive and lead, in many instances, 
lives of dignity and self-fulfillment. As research continues, the ability to help babies 
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overcome handicaps may even be greater. My own view is consistent with the part 
of your question which places an emphasis on the dignity and value of all human 
lif(^, I believe that we cannot separate issues of the quality of life from issues of the- 
dignity and value in all human life, I would approach the implied polarity here 
slightly diHerently than it is usually.approached, ^ 

The question of the "quality" versus the digriit;jr and value of all human life is 
often raised as a polarity to help us deal with the issue of when it is appropriate to 
provide **heroic" efforts to ^ve the baby's life and when physicians, should provide 
"less" heroic efforts. There's a presumption that the health profession can make de- 
terminations as to the subsequent quality of that life and use this to determine how 
"heroic" to be. While this is an important issue and one that the medical profession 
and ethicists have been struggling with for some time now, I believe there's a more 
important issue that is easily obscured in looking atjhe question only in this way. 

The more important issue has to do with both thaJflignity, value, and the quality 
of, life. Currently, while many of us clearly supportfthe notion that all human.life is 
important and shotild be treated with dignity, ourprograms ih the health, educa- 
tion, and mental health areas do not maximize the quality of life for those infants 
who are able to survive with or without' heroic efforts. In other wonis, we need to 
integrate our notions of quality and the dignity and, value of all human life. Inter- 
estingly, some of the artificial polarities that are currently topics of debate 'may fdw 
away if we integrate these values. Let me, be more concrete. There are many liabies" 
now with a variety of disabilities who would be capable of having a life of greater 
quality; that is, they could accomplish more intell^tually and emotionally and be 
more capable of reaching their own goals if we had^deqiiate programs in the first 
three to five years of life to support their physical>untellectual, and cnmotional 
growth. Unfortunately, such preventively oriented programs do not exist, and poten- . 
tials that are present even with the disabilities are nevir reached, I believe this is 
true for many intelle<;nially and emotionally compromised children. Therefore, ..we 
are not maximizing the quality, of their lives. Part of the tessimism over babies Who 
are severely compromised id based on the fact that many nave otweryed their mar* 
ginal developrhent. Yet, if we improved our preventively oriented 'care . in the fjN:t • 
three to five years, the outlook for many infants bom vMth handicaps would-be 
vastly improved. In other words, their "quality of life" wjmJd be improved. Th'is im- 
provement in the quality of life, would be a concrete yuifZf stating our commitment 
to the ''dignity and value of all human life," I beliey|&, in a subtle mapner, some of 
the debates about quality versus dignit^^nd value or all human life is In part based, 
on our lack of commitment to our handiii^ppedifffants and young children as they 
grow (in comparison^to the issue of survivatrt^hould also add that if vre plan to 
work with our handicapped infants and ^oung children' we must also v/ork inten- 
sively with their families. ' \ 

In summary^ I believe our policy should be one which' supports the quality, dignir \ 
ty, and value in all human life. By improvii:g our preventively oriented services, 
these important goals would be unified under a broad program and broad philos- 
ophy regarding preventive health, education, and'meotal health care. 

Developmental Morbidity in Infants in Multi-Risk-Factor Famiues: Cunical 

Perspectives ^ 

0 (By Stanley I, Greenspan. MD) 

Preventive intervention programs^designed to reduce infant morbidity joflen focus 
on' the service programs that will offer the most help at the lowest cost per family. , 
That is, the programs, seek to reach families that will \ise a service if it is available 
for families that would require only modest encouragement to use the service. There 
are families, however, who will not use, or are, not appropriately served by, preven- 
tion programs providing only the traditional services, whether or not the programs 
inco rporate modest outreach efforts. These are the multi-risk-factor families that* re-; 
quire highly liinov4itiye,j:omprehensive service .programs with extensive outreach to' 
win their their participation. If we. give due wefght to the degree of impairment or 
morbidity present in eaqh of these muUi-risk-factor families* rather than foc^s on 
reaching the largest number of families per- unit orexpenditure,.the. need to reach 
this often neglected group becomes compelling. In planning sendee programs for 
them, account must be taken of the incidence and prevalence of preventable disor- 
.ders in the context of the degftee of developmental imfMurment that is likely in the 
children without a comprehensive program. 

In multi-risk^factor families, the parents are often psychiatrically impaired, social 
jand economic stress is usually high, and. the parents are generally deficient in a va- 
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riety of coping ainctions (including self-care, planning for the future: and judpnent). ; 
Th^ families are at risk not only pf infafit mortality but of infant morbidity as 
w^, particularly in the area of psychological and social functioning dunhg the first 
years of life. The challenge of providing services to ensure a healthy baby physically 
during the first month and year driif(^ is likely to be actively pursued, whereas the 
'Challenge of supporting a family environment in which adequate sodcd and piqrcho- 
logioed development can take place, is too often iii^ored. The same poor coping capac- 
ity of multi*problem families that increases the risk of perinatal complications also 
contributes to postnatal mofbiclity. , / 

Even when the hewboni infi^t in a multi-risk-familv is constitutionally healthy 
.and r^ust, in many cases a. relative deterioration in functioning is often observed ; 
during the first month bfjife htUier than the i^pected improvement This down** 
wuld trend appears to continue until suitable climcal and sodal fitystemltechhiaiies 
are applied (ior.exilmpie, to improve an infant's sdeiiness and ability: to focus).; It is 
end^uraging tlmt a)>pn>priate clinical services ^r^ided during jthe -tirst. year of life 
can decisively reduce maliidaptioh^that' they, cnn,' for example; improve the child's . 
. regulation of somatic fiuictibns^ increase his interest in the >^rld, foster the': forma- 

• tion :of human relationships;' iand further the developmiBlit of capacities jfor difrereh*; 

^ tifltion^ : communication^ '.and ^loradoni^ When^ Ihowever,^ such Mrrices |are \ not - of* , 
' fered to theise families, in 'miahy cases deteri6mU<m 'm the diUd's eaq^^ 
ix^,durihg^the first ie^ sebbnd is idmbst inevitable. ^T■- : u i ^ ! ; : : ' r • 

; rSuch detmonitioh din lesd to^ s^ ifirmly ^estiabUshedl dii^cultiestthat ;win ; 

adVeraely: affect the child's basic (Capacities.^ The child' may be^hiunpered; in ^oiiganiz- 
incT his behavior, mbodt and thbughti^ In lading fquiulatiotis for teff^I^:pf reui* : 
tyi at controlling his impuIseB^ ;ih anticipating ;the.ifbture,; izi iihtiBrnaliziiu^li^ in./; 
' forming lethiBil and: moral dudc^nenia, ahdilh! developing.'sdfes ; 
H without seiVicei^^theib^ tnat:^^^ ! 
youngsters would be that they;>nnild develop only sever^ priimtive;chsu»ctor ibiga*, \ 
: ni^nohs al6ng( ^bociid,ranti8^^ |f(»lunate pfj.thesie i 

^lildren cure iS^ly! to l)ee^ 'bY9r)y, or! borderline Ipsg^otic or to (experience jmark^L- \ 
%^; unev«a j>ersonsdity develop by c^.unpr^ 

; sions ihat some; babies begin life* witk^ su&Mior capacities, such as , a TOm a r^ ble al 
' i^ ifor Isdf-dipMlationV for alhdffor socid i interaction, a 

t^ can iiriDgi«8s even in a deprive^ ; : ■ ; 1 ^ ' ^ ■ f 

• ^ The focus of; this jpaper is'on the risk bfinfiemt inori>idi^, particnilarlyTps^ 

V cal, social, and costive malfunction: My* colleagues and I in the Glihi^ Infant vec 
velopment Fhigram (CQ)P) ^t, the Mental H ^^^Uh Study Genter of the National:In\ 
stitute of Mental Jlealth in ; Adelphi; Md., ;h.% been able: to obtain an in-depth mc- ; 
ture of tihe imfolding of, in&ni morbidity in th^ multiple-riskffactor family: . 
are referred to th£Center>becauBiB of servere psychiatric iDnewior^personkUty iin- 
p^rment thatiis believed to interl^efe with a child's prinuiry nurturing and de^ 
ment or because of the f&iiys: demonstrated, difficulty Jnii^^ 
wild is manifesting severe psychological, sodal; axid coeouti^ prbblems;^ t.^ ; ; -r,] > 

' We use the term f'multiple-risk-factor iamiHe8''^fbr wom 
mcTtcJity aiidiperixiatal m:>rMd^ those: in[ which; the children .appear 

to lit risk ^T^^devi^kl^neirfc^ mori)idity.'' jOur dinteal j impijaBnon i is that'ifanulies 
at thiei hif^ridc bh^ f^^^l-^^^?"?: ^ 

pie, substance abuse or ' poor inutrition, often evidence multi-risk factors.^ Sud^ fami-f : 
lies have: ahiQ been ^escril^ as Vniu^^ t&^^B^ " "finsaB^ 

iind! 86rfbrth^^9). jln additon,vthi^ hive f been Iclassifi^'^^^^ 

' eervice sgmiem and according' to ;the kinds iandf niixnber ' ofipro^ j^y^ He- ; 

sultsi of the'laiiler appnM^ that^pby^rty^or wel&re ^tu8!iff:not the. only 

'idoitiC^ikigl chiaiftlc^ socioecbnomic ;8^ta evidence [ 

•the isamfrinvdit^toblem charBCtm8tics;(lQ); ; : ! : ^l iCj ^ ■ ; ■ - {.;;;■! [i-^ fU\'' U) iJ;^* T 

ispite of denhitiona] diffearirabe^* thm has been! general consensus; on^ the jclmi- 
cal diaracteristicB of thesetfeimilies. iThey tend,^ foi; [example,' to|think:6iily|in ;con- 1 
cz«te teVn^ to be need-^ehted, [and^tb; lutve-tdifBculty.ini anticipating 'tiie ifutore ; 
and bbnceptutdiiinf the con^^ of t^eir actions: Tlite parents operatei on a sur- ^ 
vivalbansr^bftehbolmpet^ i 
and M«i^ suppbH» (1^5^1-14). Altbou^ i 
teristics, an'inmvktiaat fiBunily may differ ixi sonie reqiects. Sopi^ibf the fam^ i 
dehce^ clearly dicNShbeable mentcd: illness iludi as aip^ychbsis,: ana;8^ 
nance (^^ievere lantisocial and asbdal paraonaHty^patterias: O&m are chcuacterisedi- 
;by pasd^xty smdjinadecriiacy in: coping with life'r^^ly bhaUenges : 
ters of , qrmptbniatic bieiiaviora. also characterise the famSies^pq^hotic symptoms, 
chOd abuse, apouse abused nuuital diifficulties, crime delinquency, alobholinn, physi* 
cal^mneflB,Mdsuidde(lA4,ftlO).r ! 
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, . Estimates vary regardiTng the use of health, ^ial' services, and welfare systems \ i f 

by these families. However, the significance of the , challenge that they present is ' : ! 

indicated by a study conducted some time ago (2), in which 6 percent pf the study . J j 

population was found to be using 45 percent of all public health, resources and 55 . f 

percent of all social, psychiatric, and other auxiliary services. It ha^ been estimated ^ ^ 
that this 6 percent use approximately 70 percent of all public expenditures for 

health, social, and auxiliary services (report of the congressiohally authorized Joint ^ 

Commissjpn^on the Mental Health of Children, 1965). Moreover, the problem may be ' 
much grrat^r now. 

• I ^IIJDREK IN M^TI'RISK'PACTOR FAMILIES ? 

Few inAifipth studies have been. conducted of the development of the childreh in i 

multi-nsk-factor families. In the classic descriptive study of Paveiistaedt (1), only 13 I 
•tfiuch families (which had 40 to 50 children between the ages of 2 arid 6 years) 
..wQ/b studied. Nevertheless, the clinical impressions from ^e study were-strikihgJ ; V4 

. Almost all the children showed social and.psychologicaj characteristics more consist- '' l^. 

- ^^ht with 1% to 2-year-old8 in their egocentricity and rieed^riehtationi Their jd)ility : ' i 

to use a symbolic '(or representational) mode to plan for their own: heeds and to con- = i p 

Oder the needs and actions of others was limited, and they had variable self-^Mteem. l| 

They tended to think in fragmented, isolated unit^ ,.:4 

; terns. They were Jiot capable of goal-directed organized action and were limited in W l 

their ability to socialize and Interact appropriately for their flge. The children al- 7^1 

ready had an ingrained defeatist attitude and the core of; an aimless (either asocial 1 

or antisocial); pensonality. The conclusion of the study was that there was a dire i ! 

need to undejretand the developmental process in sucn children from the prenatal ! 

stage into later childhood. \ Z , ' : ■ ; | 
Subsequently, no in depth longitudinal studies have been done beginmng with the s i ; > M 

prenatal period and following the children in multi-risk-factor fanriliesffor 6 or more i I 

years— aff is necessary to obtain information on how the behavior«d patterns of tiiese ; • ! ! 

children develop and gain insight into the repetitive, multi-generational nature of i 

^ thwc families* problems. It seemed especially critical to idientify the adaptive and ! ! 
maladaptive developmental patters of such children and thefr families over time 

and to 'determine the clinical and service system techniques that aVe appropriate for ■ 
preventive intervention. Jhierefore, my colleagues and I at NIMH's Mental Health 

Study Center-undertook a study of multi-risk-factor families. The Center has pro- j 

Tioded periodic evaluations, of the children,-in such families, based on standardized i ? 

^ rea>rded observations (for example, video tapes of interactions between the children 

and their c©i:e-givers). We haye been able to study in depth for 2 more years some i j 
50 multi-risk-factor ftimilies with more^than 200 children. (Details of the efforts 

made; tO- recruit ..these , families and of the clinical sfervice approaches and assess- ' 

. ments uded wU be described ih'another pa j^^ " 
: Families were. referred to, the Cliiiical Infant Development Program.as the result 
of an active gutreach effort aimed at the "most difficult" families. A fainily was re- 

, ferred^tb the.program if it met three criteria: (a) a histoiy of difficulty in providing J 

basic nurturing Tor an older child and in facilitatmg that child's development, (b) > 

: evidence of disturbed -development ife that* older child,, and (c) Jimitatioiis iiT the ; ' \ 

• mother'S'Cun^nt functioning that could be expected to interfere with the provision ! ! f 
, , of primary nurturing to a new infant It quickly became apparent to the stiff at the I ^ • ] 

• . Center that.we were deialing with fairiUJcd 6f various composition that were eviden6^ ^ ' : i 

ing additional risk factors sUlch. as psychiatric impairment, low ieducatioi^ and so^ : • i 

^. doecohbniiQ status (not pnly.ih the case of t^^ parents who were thlb: potential par- - I 

; iicipanta in our projjpram, but«also innhe case of'their;own parents), high levels; of ^ i q 

' social and p^chological stress dux;ing the woman's pr^natapy, and varying: degrees J 

of nutritional deGcits a^d substance'^use. V ; . • * < ; - • | ! 

it otiiicUybe^^ infant mortality, and pbrr i H 

inatal morbidity all may be rented t^ the san^e common factors-^inc^paati^^ of Uie .if 

' infant's du'e-givers for self-eare or for care; pf another or for planning, ! anticipation,* V \- \ 

- dr organization; (around a pregnahi^'or a;:chiid-s developmental; process). In ''oiur ""^v 
group'of miiltirrisk-factqr faihilies, suocestful i)renatal intervention reduced the ex- \f 

^ .pected levels of both infant mortality and iibmediatSe ppsthat^ niorbidity; few of the ^i 

- .^ babies jweteJ)ori^ we :qui<^^ observed i 

thaC'^e'next.>chaUehge, and in many respe<is the far inore^difficult <me;v9as'^t6 l 

, {il^Muce developmentillm - ' L| 
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PRELIMINARY RBPORT ON OBSERVED TRENDS 



; ^(l:-. Because I am repoirtiiig in the middle;.of our study, I will discuss only some pre- • 
; limintury -tfeh^ children's development These trendsi will be presented 

■ in a theoretical fiaibe^ in! whidi the sta^ of a child's ;early development and ^ 
' ^Uie adaj[|Stive infant ahd^^i^^ each'^hase of the 

i child's devdopment-^ds revealed in our: work— are conceptualized 1(15-17). j The 
; trefnds desc^^ed ^ not apply to every inultt-risk-factor family, sjnce different fam- 

■ iHes and: different infants apparently experience arrest at vahous levels of develop- 
: ; ; ment Intansivel Wrk' w multi-risk-factoi' families, however! htU}^ 

• ther rarely a^^ h^iotiate!an' infant's development intp the second year of life ■ 

: f: ; witmnit there being evidence |bf disruptioh In their infaht's developmbnt and ;a Jieed = 
li.'. vfor.mie|^c Mmdcip overcome it. We' have biaen able to. identify the point at ;whichr, 
^ i I : thifr um^ failiB ;toi support;^ tiie' infant's development and \ at i which me jsubsequent ; : 
[\l tldisoiderealdevdo^ of a: 

: 1 v i distnlmtibn' m^^ !more disturbed fainfli^ show: difficulties early ; in the in-! 

' >! J ianVs :fbbal. y^,^^^nHtiere^ in Isoine ci^ the.iliess • disturbed ! families; i there lis ho :evi- ; > 
] ! I deinra [of tb^^i^^ bf( 
• ' ' thW-jmulii-risk-factor f faidilies stuc&ckl i havie, been f totklly i free of the ( mbrbidi^ty, de- : 

■ rn iBdibed:iia:thi8.se^ I'^'^m].'- r, hU-l ■ i^-ii^ iJ:i.tU:pvW;i^j!"':vij ^\n: l \':\ u 

; : ! We:,haye bbsen^i^ at tbe Center vrhb: during the lifei<are ,! 

i ' ^foritl&^ln66tifpturt 
fi'l but~iwh6;hav^difiic^ 

rjMttora^laindr'^ 

; ; liniem are hyperlabileTjEindibyerly^l^^ 

: : • erthefes^^ihfcontrast/ ahi^^ of our babies ilsbiseem ^be;ihj6ptim^ v 
\i\ «rven ih^ ternui Of the soft; heiuplpgical signs; and are aipprbpnatelyj adapn jtheiir; 
; i initial capacity! for hdmebis^^ andjan emerjg^ 'intereistlinitl^^^ 

: ;-woridi:^^v^:^': t^uM-.' ; •.. : -i::-: ' -ii": i M.i i ^ MJl 'U~'^m:}l^^:,^^^^^^ 

; v> jYet^ in general,' babies in oiir^ program; most of whom wera at high risk prenatally: 
i n but : who ;hkd !hornial i>attenis of development pbrinat8lly^((nrena intervention ^ 
: ! hayingiassuxedfd^ supports; indudihg appropriate: medi- 

' 'cal ciBrie)^8hbw^8^^ 
; i miohthfof lUfel: I?^^ raamu^tibhs at 4t 

^ '*^mbnth :bf age,; for example,: show d not the increased 

\ : ■ capacity for! onratoti|rai,;hiGdiitua ,8elfH:»imlation; cmd-s r^gpohses charac-: 
■:\; ■ :ten8tiC:'of ai hbriii^ve TOpula^ ^ >■ ■ v / U." ^ ^ - ■l:'-'^; .^o'''-' 

«:\ : By 8 ^bntbi» . i^*^ instead of a capacity for self-ngulationi brgraization,;aii^d a^^ 

■ interest; in ^t^ vU)ndUa-h increased itendenciesi, toward 
' \:labiUfy,! miiflcb jrigifffl^^ >;gBze averdon, land ain absence, or brgui^^ 

: ^alert^ t and feedit^ pjutterns: Tlv&: OBT^giveiSi instead of having an overall 'capacity 
' i for ofiTeripg ii^^ babteb^onnfbrt, protection, and an interest in the World; either with* : 
I [draw from them ju^ avoid tliem or o^rfitik&ula^ them ini ai chaotic and ihtennitr 
.•::t&iftfflhionU,:; •:.:r^; 'rri-.^ ■ "'Hi ■ : ' v-^ i'lM:' ''ori H i 

J At abot^ the ages of 2 to 4 mbnths, We expect to find in the. iniant the yginningB 
! ' of a deep rich'em'idonAl investment in the human world, espedaUy in his primary 
; ■ icarei^vers. We a :«Kp^ a hiima^ that wiU i^'fiU in lb^^ the. 

: chUdyaod wiU^o^^ that child |tb fall in love in^turn^jin anibfTeddv^^ mtdti-inodal, 
>i : , plbammSblem^^ 

■ ^ :ladltr^(>f in {pr ;aial,invblvrarat4tha 

' 8hiU&w^'and|ijntipe^ and Wef see carMiveis ;whb are embtibnally distanti <(loof, 
Sirapensp^^ yio^firoleialt'abbutittieir c^^ 



..Jam: ii^onthsiof age,^ wejex^^ ; 

,w!^*hiibe^vn^^'f: ^ irtxiprocal,'caujBfid: ot^ further; diovdop^tuid : 

: fqnd sL fifm^^ iusilater organized causBd-behkyibr thinking (reality; orien- ; 
jtatifffh V Aliurtsad; ih^ t^^^ 

) eS^^ ofvhbjmtisnial statesiihf)^ ; 

nari'oi?/^ r^^an^^^re^ environment,ln- 

varied ie^^ia!s«Hwi^ :tb IgzMire ^ ii^^ The 'ch^dfs ;care%iyers ;are ovsyrly 

-pipeeecoipted^'d^rett^ chadtic:-!--^ "m'!. r';^^ ii'Hj,! il;!.^' ij. ' ; 

t - il^ar^tfe 

i, ; a;mnltii^ri$k-fin0^ instead of . shbwinig: ah increase^ in \ oiganized; complex; ; 

^ f^kertive. and innovative motional ahdibehavidral pattms (for : eii^ f 
^nato^er v-faandta^drie^^ iih e l efii ger atbr^td-riwwAe r - the km f ojDdJie:!^ 

wantaX tc»dB to ^ddi^t &Qgfinent«d/stareo^p^ patt^riis.^Thiese' tod* ; 

dlers may be withdrawn and complaiiit br hi^^ily aggresiuve, impul^ve, and disor> 



ganized. Their human evironment tends to be intrusive, controlling, and fragment- 
ed. The toddler mc^y have been prematurely separted from his care-givers, or the 
care-givere may exhibit patterns of withdrawal instcac^of admiringly supporting the 
toddler's initiaMve and autonomy and helping him to\irganize\what are now morie 
"^mplex capacities for communicating, interacting, and behaving. 

As the toddler's potential capacities continue to develop in the latter half of the 
/ second yeaF..aiaj in the third (18-36 months), profound deficits can be more clearly i 
observed. The rTiTlili in ilrnri nf flrTrlnnjfij£ rripfintif ri for internal representations 
(imagery) around which to organize his ^Havior and feelings and for differentiating 
ideas, feelings, and thoughts^rtaining to the self and the non-self, either develops 
no representational or symbolic capacity, or^if the capacity develops, it is not elabo- 
rated beyond the most elementary descriptive form so that the child's behavior^ 
mains shallow and polarized. His sense of the emerging self, as distinguished from 
the ^nse of other people, remains fragmented and undifferentiated. Th«hild'8 po- 
terftially emerging capacities for reality testing, impuU)^ regulation, and mood stabi- 
lization are either compromised or become extremely vulnerable to regression. In 
other words, we see patterns either consistent. with a later borderline and psychotic 
personality organization or severe asocial or antisocial impulse-ridden character dis- 
orders. 

At this stage, the underlying impairment manifests itself in the child's inability 
to use a.repr^ntetional or symbolic mode to organize his behavior. In essence, the 

, distinctly human capacity of operating beyond the survival level, of using internal, 
imagery to elaborate and organize complex feeling and wishes and to construct 
trial^actions in the emotional sphere, and of anticipating and planning ahead are 
compromised. In many of our familieis, the parents simply do not hve these capaci- 
ties. Even when they are not under emotional distress or in stetes of crisis' or panic, 
they do not demonstrate symbolic mode, as evidenc^ in Uie lack of verbal commu- 
nication (only one aspect of symbolic communication) and in the lack of embolic 
plav. Such families tend to b^ fearful and to deny and fail to meet needs m their ' 
children that are appropriate for their ages. They engage the child only in nonsym* 
bolic modes of communiction, such bs holding, feeding, and administering physical-v 
punishment, and at times they misread or respond unrealistic^ly to the child's 
emerging communications, thus undermining the development in the child of a 
sense of self and a flexible orientation to reality. 
Needless to say, the mastery by the children in these families of higher level de- 

. velopmental ^ks is even' more difficult, ^t each hew level of development, the inr 
fants and toddlers who for a variety of reasons have survivied earlier developmental 
phases intect invariably challenge the multi-risk-fa^r environment with their new 
capacities!, for example, with their capacity for ^bolic commuilication. The health- 
ier the toddler, the more challenging and overwhelming^e is likely to be to the 
people around him. In a pattern Uiat we have frequently observed, Uie diild moves 
ahead of the parent (engaging, for example, in symbolic play around themes^of de- 
pendency or sexuality), and thus the parent becomes confused and either withdraws 
from, or behaves intrusively, toward the child. Shortly, unless other more skillful 
care-givers, are available, the child begins to regress to presymbolic modes of behav- 

. ing. llie child may J)e able, to consolidate his higher level capacities when he Ix^ns 
to receive support from other systems, such as the school, and is capable of under- 
standing his parents' limitations. These capacities, however, can^only develop, when ' 
.the child is a little older. The youngster who^experiences developmental failures, in- 
cluding the failure to develo|fl a full representetional or symbolic capacity (the basis 
for formal school experience later. on), will unquestionably be handicapped in all 
subsequent opportunities for learning and cop3dng. 

' CLINICAL AND SERVICE SYSTEM APPROACHES 

On the encouraging side, we have found that in most of the families we work 
with, the maladaptive trands just described can be. reversed. By carefully pinpoint- 
ii)g the area iii which a chilcrs development first b^ns to go awry and oy using 
. organized and comprehensive clinical techniques and service system approaches, we 
" have been able to effect significant reversals in the direction of more adaptive pat- 
terns. .Many parents in our population began their childrearing as teenagers and 
, have commonly experienced further deterioration in their own functioning and tibat"^ 
of their infants with each subsequent birth. In most instances, however, even when, 
a woman has had four or more children, we have been able to reverse this pattern 
of deterioration by. means of appropriate clinical methods and services. In a ndi|ber 
of these multi-risk-factor families, we have observed that after they^ enter ounro-^ 
gram, a gradual improvement takes place in the mother and a modest but p«itive 

. ., •• . . t.- ■ • - . 



, change in the. first baby born thereafter. Then, if the family remains in> the program 
and a second baby is l)om, tiie change in tiie ; family is dramditic and is reflected in 
the new baby's more optimal development. ^ 

For example, Mrs.- £. was pregnant when she came to our attention. At first 
.glance she appeared to the team social worker to be beyond help after she was 
: found sleeping on the street. All of her children had been removed from her care by 
the county department of protective services after she had severely abused and ne- 
glected them. Mrs. E. appeared unable to think except in concrete terms, at times 
was psychotic, could not communicate her thoughts and plans, and seeminffly lived 
1^ impulse only and a talent for survival. Shortly before tne birth of her^mla a few 
inont M later, ho wever, she entered our program, promptckl by our outjjBach efforts. 
AH of oui; collective efforts to induce. Mrs. E. to use a support structure (for (exam- 
ple, to obtain housing, food, or clothing) failed. Nevertheless, subsequehUy, of he ; 

, , own accord, she requested foster care for the new infant before^ere trauma could . 
bei inflicted on the cHild. Mrs. E. maintained contact ! with this child and made a 

: ' ^reat deal of progress in treatment over a 2-year period.; Wheir she, became pr^ant 

: again* not only could she care for the newest baby but was abte; to work and support ~ 
: an apartment; Thiis far, with therapuetic suppKort, she h&B nurtured a competent 11- 
moxith-!pld; and also has become condtnictively; involved with her older; chilarai. ' I • 
. i ; Even: when improvi^ment was not so diamatie, tKe; expected patterns 'of dete 
tion often 1^ < not take: place in our families, iahd some of them 'became (»pable of 

- i^equately ; suppbrtingi the ! growth and ; development^of iiheir children. :Many : moth^ 
ers,' f for -example^ who previously had children taken away and put in foster cu« 
bmnie able to [care ;for; a; niew mfaht ak' well ;as for their older children. Also, some 
motheiB who ;had been' recum for psychiatric illness in the past de- 
veloped 'the \ ability; to function appropriately with a new baby; and have* not been 
reho6pit$dizedforp9y(^tricUlne8s for.2i6 ' 

. We ! found that th«> babies in biir faimilieff had a surprisii^ i»pacity to recover . : 
: .from early . developmental deviations; Evehiwheh an! infant's development had dete-:, 

- riOTiated during the first 3 mbh1hs;o£ life (as evidenced by gaze aver» ri- : 
• ] gi<Uty, and a state of lability),|interventiGin with appropriate patterns of: care (mdud- ^ 

mg special clinical techniques) could lead to adaptive homeostectic and attachment 
! ' capadti^ within 1 tp 2 months. Infants woiild become aipathetic andwithdrawn and 
begin to show delays in- sensorimotor development when ho one would, read their 
si^iala on respond to them. Hoivever, witii patient, clinically informed care, they 
wouldbeffin interacting /Wim people &nd, within 2 to 3 weeks of intensive interven- 
tion, would.begin to catch up developmentally. 

• : ' ■ i : "■'■-/. ■ ■" : . . ; ■ " ■ ' ■. ■ ■ 

IMPUCATIONS FOR CUNICAL 8E|IVICES 

I can 'discuss only' briefly some of the principles on which a dimcal and service 
system approach to miilti-risk-factor fainiues should be based. Although services for 
this popiUation have been a subject of much study (2,5,9»12,1348--27}, : I will tnr :to 
present some persp^tive oh the organization' and services challenges for the child 
and family reUt^ to ^e child at eo<w»tage of his devel^^ ' ! ; 
• A 6omi»ehehsi^ approach requires that ! a : number of elemento of combined: (a) 
services thiat^^respond to concrete heeds for^siirvival (food, housing, and so .fo'rtlO* (b) 
a planned ^ort U>: meet the need of the ! ficmily ;and the child foi^ .an ongoiiu;^ trust- 
ing t human ''r^tionship, : (c) : specific : dinical techniques ] and services that ;focus <m 
tiie'many! lines of a'ch&d*8;develbpment land that aire specific to jQie child's tasks; at 
each developmental^ subphase^iw a special aumwrt structqre Onev '■ 

site pard^: or full therapeutic day cate for the child, innovative outreHftdi to the t ; 
fami]&» aind ongoing: training and supervision of the program ataff.' #^ > 

; ! ; ^To respond to the faniily'a concrete needs, vimous community agencies need to be 
: organized to buildja foundation (or the fimily'? isurvival. However^ this approaich : ; 
alone will not ensure a family's survival* since anany of the!fiEunilies, for a variety of - 
' reaisbns, are adept at:circumventihg offers of traditional supports. ' r ' 
; 'The second component of a comprehensive effort,: and one that iis absolutely heces: : 
8ax3ri for these families; Is a hiiman relationship with one : or more workers.; Such a : 
' relationship, however, is not'eiBsy to establish, because distrust is often! ingrained in 
each parentiaa wdl as in tiw family as a unit This; hmnan relationship needs: to ; 
grow iU 'Way^ paraUeling help th& parents 

. : facilitate that development To provider this human relationship, wer have used both 
; ! a team and a angle prixiiuy clinician. ' . - ' 

' Organizing to respond to a fainily's concrete needs 'and onenng the family a 

• - -K tirmtTi TftlfttiimiAip7 however; are not enough. That human relationship must be 

able to help the parente understand some of their maladaptive coping atrat^es and 
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teach them how to deal both"with their oWn primary needs and those of their 
' infant, {n addition, special clinical techniques -and patterns of care ^17) to reverse 
maladaptive developmental patterns in the areas of affect and social interaction, 
sensorimotor development, and cognition must be available at the appropriate time. 
Moreover, the intervention must occur over a sufficiently long period to allow the 
family s own strengths to take over and sustain it. We are speaking here then not of 
a crisis intervention approach over a few m8nths but an approach that will be avail- 
able to the families for several years at a niinimum. We are found that, after work- 
ing with many of these families for some 2 ve^rs, the mother's capacity to nurture 
and facilitate the development of a new baby is significantly more advanced than 
when she entered the prb^am pregnant with an earlier child. In other words, when 
the helping relationship is offered over a, period of time, the frequently observed 
trend of multi-problem families to deteriorate further upon the birth of each'subse- 
quent bab> (a trend that often starts when the parents are still teenagers) begins to 
be reversed. \ ° 

In addition, the^proach to the multiple needs of these infants and their famUies 
must be integrated. Simply offering nutritional advice (28) or educational counsel, 
providing cognitive stimulation, or taking an entirely infantrcenteried or entirely 
family-centereti approach is not sufficient. The infants, have individual differences 
that dictate special pajtems of care; at the same time, the concerns of their care- 
givers and otl^RJaiilTly members have to be addressed. Each stage in the infant's 
and the family s development requires specialized clinical services and service 
system approaches (17). • 

• . CONCLUSION 

In summary, infant morbidity, including, social, psychological, and cognitive mal- 
function, is a m^or national concern. Yet, reducing the risk factors in infant mor- 
bidity has, perhaps necessarily, been considered of secondary importance to reduc* 
ing the risK factors in infant mortality. As infant mortality is increasingly reduced 
through improved technology and improved delivery of services, more and more 
babies will be potentially capable of optimal development along social, psychological, 
and cognitive dimensions. However, :as the families in our study have shown, the 
risks of infant morbidity are grave. These risks encompass a broad range of basic 
human needs— the fundamental need to survive associated with physical protection 
and care, the need to form some human attachment, the need for someone to read 
and respond correctly too a baby's signals, and the need to foster a youngster's own 
capacity for basic skills, such as reality testing, impulse modulation, mood organiza- 
^tion, initiative, and mastery of new experience. These risks of morbidity will remain 
grave until the programs organized to reduce them takSe on an integrated prenatal 
and postnatal focus that extends over at least 3 to 5 years. In these prcttrams^ con- 
sideration must be given both to the infant's and the family's needs, andtreatment 
approaches mt^t build on the potentially solid ponst^tution and developmentid pat- 
tern of the infi^^ Only then will such intervention offer the promise of reversing 
.the unhealthftilntrends thafwe have observed in multi-risk-lactor families, in j^ich 
one generation with many problems leads to another -generation with many of the 
same problems. Many of the families in our study already represent the third or 
fourth generation of imalti-ridk-factor families. 

Although the costs of offering programs of inteiVention are great, the costs of not 
" offering them are even greater. The estimated 6 perteht of the U.S. population that 
use 50 to 75 peicent of all health; mental health, and social services account for 6co- 
nemic and social costs that are compounded by the additional loss to society that 
these people might have contributed to the labor force and to other creative endeav- 
ors (2). t 

Programs of prevention are expensive, but they are not so costly as might be 
imagined, since even when services are offered to an entire high-r'ik Q^mmunity, 
only a small percentage ^f th^ famil.^e^ in that communi^ wiU actually need the 
most intensive help. Selma Fraiberg, as director of a Michigan infant mental healUi 
progrsun, found that in a program offering a range of preventive services including 
intensive individual clinical services, the average cost per family participating, was 
$850 (personal comniunication, December 1980). In terms of providing screening^and 
backup for an enttre community, the cost per 'family for siich preventive services 
would average out to a significantly les^r amount ' 

Perhfips we need to look at the cost-bcuiefit ratio. Using cases from our own study 
to project the probabilities, (based on obeervedjfamily patterns and clinicalr-assiunp- 
Uons) of differ^t outoonaes with and without preventive intervention, we fouifd that^ 
benefits outweighed costs by five^r six to one (depending on the degree of risk! In- 
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temtingly, in the cases at greater riak, in which initial costs might be. high, ' tUe . 
b^efit ta cost ratio was often better than in iess severe cases, because the benefits 
of preventive intervention were relatively greater (29)> • « ^ 
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Responses by Edward N. Brandt* Jr., to Questions From Congressman William ' 
Lehman ' 

. . Q^^jon AlUiough the generid health of this Nation's Children seems to' te get-v 
ting better, we both, agree that serious problems still exist- problems aiich as the 
continued high mcidence of low birth weight babies, and a continued high rate of 
infant mortaliU. We both agree tliat something can and must be done to prevent 
these costly and unnecessary problems. , - . . :. 

We may differ, however, whenjt come to an understanding of what rbie the Fed- 
eral Uovemmeht should play in maintaining and promoting the health of our chil- 
dren.^ 

_ Foe. instance: There is no disagreement that prenatal care has a positive effect on 
pregnane ;x>utcome. The Administration, however, has continually proposed lanre 
cuts in Medicaid. This is the program that pays for prenatal ^re and deHvery sent. 
SSSy baWes including women most at risk of having u^L 

There is no disagreement that proper nutritional intake also improves pregnan^^ 
outwme mcluding increasi^ the birth weight of tlie infant. Yet, tlje Adx^istra- " 
tion s fiscal year 1984 budget proposed to hold the WIC program to tlie samfe -fund- 
ing iwel as 1983 without any provision for inflation or rising costs, and despite the 
hundreds of thousands of women, infants, and children who are on waitinff fists for 
this program. 

TTiese are two examples of the Administration's practices directly contradicting 
Its theory.^How. Dr. Brandt, do you expect to ever reach the goals you have present 
ed to us If the actions 6f the Federal Government continue to work against those 
'^goals? 

Answer. The national, health strategy I described in my testimony goes beyond 
what the Federal- Government can achieve acting alone. The Improvements in 
health care and health status that form the basis for the initiative demand efforts 
extendmg beyond federally sponsored programs. This is an important point to keep 
in mind whei^evaluating the scope and variety of programs and activities required' 
to achieve our national goals. The individual and collective efforts of health profes- 
sionals, business and industry, organized labor, jcducational institutions, voluntary 
oirganizaUons, and public officials at the local. State and national level are required 
if we arejto r^ize these goals. State and local initiatives are particularly important 
to this effort as they are the best way to ensure that the progi^ms undertaken as 
part of the initiative are tailored to the needs of specific popu&tions. Thus, the na- 
tional goals and objectives isre Really guideposts intended to shape and monitor 
public and private eftorts at every Jevel of society to improve the health of the 
American people. The. appropriate role of the Federal Government is to lead, cata- 
lyse, and to provide strategic support for this effort Success depends on our ability 
to for^ a strong public^)rivdte partnership around common objectives. I am im- 
pn^tess that has already been made and am confident that we 
will achieve, if not surpass, our goals. 

QuesAioR ^. Both the Senate , and the House are considering legislation requiring 
more comirohensive health warnings on cigarette packages; including specific warn-' 
inc^ concerning the hazards of smoking, while pregnant Would you support such 
legislation as a health promotion strategy? 

, Answer. As we have testified, soAoking by a pregnant women presents a serious 
hazard to the life and weU^te^ of the fetus and the new baby. The Department 
has and this Administration continues to support the need for a stronger warning 
labels ■ ' ■ ' 

Quation A The.Cntle IffTamily planning; prograin represents this Nation's mwor- 
y^de^ to prevent unintended childbearing, particularly among teenagers. Yet; thia 
Administration has sought to weaken the program through-budgot cuts bi^ by fund- 
ing It through block grants where there would be no assurance that States would 
actually provide family planning services. Also, rules r^iring parental notification 
for adolwc^ts obtaining prescription contraceptives under the program were pro- 
mulgated which* if they had not been blocked by the courts, would certainly have 



' \hhibsted*thou8aikb of adolescentsjroiq utU fi^ily planninj^ serviceSicAnd, re- 
omUy the foxnOy! plaiming program was removed fron& the Bureiiu of Health^JCare 

. Delivery and Assistance, the tra^tional home of health care delivery programs, to 
■the Officer of Family Planning alier^^assurancc^ bjr the Administration that this 

; would not happen. Can you explain why the Administration appears so determined 
to weaken the family planning progranr,; which is so clearly designed to prevent 
problem pregnandcfl, Specially among adol^cents? . 

~ — Ans¥^e<v-The Adnmdstration is^stitngly committed, to providing family planning . 
services^ to Uiose who aeed and want them. Vigorous actions are being taken to 

; ensure a strong Title X'family plaxyiing program. ^ 

I The block nant approach; [f^^ in'the fiscal year 1984 

•budget, would provide States with' increcuied •flexibility^ con- 
^trol hefdtb;wrvictt in order to best meet tbmr^>eCmc needs. This appiw^ would 

enable the ' elimination ; of dupUcati^e;QfiSQHrt8fwe-*m the effidehcy'^( service . 
i ] ! deliveiy^ ; and the reduction | of fe^ez^O^* ^ imposed burdens on the States. Piirther- 
i more,: since ' faikdly ; planning is clearly part of priniary ; health care, the health of 
' American wome^ would be improved witti an integrated health care program. 
' ^The lebrganiution^^^o family planning program was designed . to: consolidate 
' Uioseiprbgrams in the Public : 
. adblescrat falDoily life, - and pbpul^oh. alTairs, iThe cbiiisolidatibn of these closely re- 
-i: lated prdgramis haus hlod ja positive eQ4|ct on^ach. It has led to greater management 
: r : efndencies by bringing the [two operating projgnrams--famiiy plaimintg -and adoles- 
; : -cent: family ,life---under a single program manager,^ the Deputy Assistant Secretary 
for Population Affairs (DASPA). It has also eliminated the previous separation be- 
1 Itwei^ the setting of overall policy in family pkuming and the operations which im- 
': I pienient the poliqy. Tlie reorganization ^la^ the DASPA in : chs^ge of Operations as 
■ ' well ' as - policy oversight, thereby ' bringing the organization "arran^ment into conr . 
, : ■ finrmance witn st&tutory: provisions r^^irding the DASPA's responsibility for admin- ,.. 
; ' istering familyplanhing. . / 

; t Question, j^. While 1 aralaud jthe unique collaboration of the public and private sec- 
tors in the "Healthy Mothers/Healthy -Babies" Campaign, aren't^ou troubled by 
the fact that this services these women are being encouraged to utilize are, in fact, 
not available, at a sufficient level to meet their needs? 

Answer. First of all, what^we are encouraging is proper counseling ^m resources 
which are already available and being utilized. We would like to see more emphasis 
^ by these providers and counselors on apipropriate preventive techniques, especially 
those which can be undertaken by the patients themselves. Beyond that, it may well , 
' be that "demand** * for services would be stimulatietd in some areas. 

Because I know of no area more vital than prenatal care and associated ^reven- ; 
tion measures, I would not be surprised to learn that St&tas and communities had 
adjusted their priorities to augment preventive services where they were insuffi* 
dent I would lOce to suggest that the Jobs Bill added fflgniflcant resources to mater- 
• hal and child healtii, pnmary dare, and WIC appropriations so that unmet concerns 
about more resources have l)een a[ddresse^^For any medical or health need there is 
\' always more to be done. But I believe that^urSxmcern is evident in the efforts tiiat ; 
have already been made to asisure the avi^ability "tod: delivery of liealth care serv- 
Xices in medically, underserved areas and to spedal populations through bur Bureau 
I V)f Health Care DieUveiy and Assi^ 

<Rxbf6n8B8 BY Edward N. Braniit, Jr.,«to Qukbhons From Congressbcan Miclunr 

.;-. ")•:;■-:.: "'r"'- ^ ; , » ' . LmANnr^" ■ ; ^ ' ■■ ■ 

Question L Dr. Brandt, at our first hearing in April, we heard from several wit- 
iiesses'^ut the link between teenage pregnanpy andpoverty. Clearly thus cpmnut- 
tee has a responsibility to explore the roots of this tragic problem and to investifsate 
possible solutions. It appears that 4ihe Department of Health and Human Services 
priori^' in addregm"g teenage i pr^nanpy is the Adolescent Family life Act-TOne of 
the few programs for which the Departine^^^ 

of the msjor tlmists of th^ program is to deter adolescents firom becoming sexually 
actiye.'Can you describe the:kinds of projects the Department has funded to achieve 
,^ this goal? i-^'M "^-v^ ^ ' ■ ' ■ i . r: 

: ^ Answer. The Department, through the Adolescent Family Life Prograzn,_is explorr 
: n ing a wiety of apfnioaches to encourage adolescents to defer sextial activity. In de- 
' ' vSopingt these preventive programs, we.have been careful to take.into consideration 
' the devdbpmental'stage iof we adolescent, as well as 'the influences of peers, the 
femi^y ; iir the Jkiger community upon them. ^ - 



PlSJecJa tgjresent a diversity of service providers and settings, including hospi- 
tals» ufii^ersities, public schools, church organizations, community, health and 
human service ageneies, and youth organizations in both rural and urban areas 
IJarticular efforts are made to help parents communicate to their children the bene* 
fits of postponmg early sexual activity^ . ^ 

Based upon recent research findings on effective ways of preventing early sexual 
activity among adolescents, the projects are trying to enhance the self-esteem and 
self-worth of teenagers; ittiproye their decisionmaking skills and increase their abili- 
ty to withstand any adverse jgeer pressures, and foster better career planning and* 
personal achievement goals. These tasks for adolescents are .achieved through a va- 
riety of different approach^ such as improved curricula administered in agency and 
schrol settinra and'in-depth counseling in -different organizations and settings. 

Professionals working" with parents and adolescents to reduce premarital sexual 
activity are aljw assisted by the-Adolescent FainHy.Life Program through the devel- 
opment of appropriate teaching and counseling materials, as well as the enhance- 
ment^or their ability in communicating with them. EinalTy* .drawing, upon the con- 
certed efforts t)f the adolescents, their families, concerned professionals, and volun- 
teer community groufe attempts are being made to project, a more positive image of 
teenagers in the media and the local community which emphasize the benefits of 
pfHponing early sexual^^activity.while facilitating the emotional and intellectual de- 
velopment of these adolescepts. 

Que$tion 2. The Adolescent FamUy Life Act contaiijp rigorous evaluation proce- 
dures. Is there any evidence, thus fan to indicate the success of the program? u " 

Answer. Preliminary-inferniation does indicate that thpse projects are having 
positive effects; Many projects report tjiat their, efforts to get pregnant teenagers 
iijto tReh' prenatal care programs earlier are succeeding and resulting in fewer com- 
•plicationSv^t birth and a lower incidence of low birth weight babies^ Most projects 
also report^hat more' young women are stajdng in school due to the assistance pro- 
vided by the^Molrac(Bnt J'am'ily Life proiects. Some projects report a draniatic in- 
crease in the number of young women choosing adoption. We are also encouraged 
that a countrywide prograixi in the East is already able to report that unintended 
adolescent pregnancira are decreasing in their county whil^ rates in surrounding** 
counties arcTising. Snce these projects were fflnded last fall, the earliest the d^" 
tailed evaluations will beavailable is the summer of 1984. However, the preliminary 
^results from the projects, themselves show major immediate improvements in the 
well bemg of young mothers and their children, as well as* indicating that these pro- 
grams are successful. X ' 
Question S. Several months ago, it was learned— much to my distress, as well as 
nnr coUeagues-^that the Adolescent Family Life Act administrators had not award- 
ed grants to minority organizations. Since adolescent pregnancy probenfe are preva- 
lent to minoritie9> why haven't appropriate monies been channeled to minori^ or- 
ganizations?. It is my understanding that only one out of 60 or 65 grants went to an* 
agency headed by an Hispanic. And this agency did not even represent the minority 
communitiT? Out of an appropriation of $11 million, $10 million of which went to 
grant awards, I would imagine that Someone could come up with an equifeble "meth- 
^ology in allocating funds. > ^ T 

Answer. In fiscal year 1982, the Adolescent Family Life program funded a variety 
of demonstration proiects^under the sponsorship of mihonty oiganizations that are 
designed for the needs oflininorities within the populations they serveV Examples of • 
such proiects are as follows: Norfcflk St^te University (Norfolk. Vii^inia), a tradi-- 
t^onally black institution - that is providing family day care, parenting classe8,/and 
educaUpnal, health, and social services for pregnant adolescents and adol^cen^ par- 
ents; Hill Health Cnrporaton (New Haven, Connecticut), a community-controlled 
health center with a comprehensive adolescent clinic and a family togetherness pro: 
grara| Economic Opportunity family Health Center (Miami, Florida), an ambulatory 
hecuth care center providing both prevention and cae services to>^ple residing in 
multi-amily, low*income housing projects; Providence Ambulatory Health Care 
, Foundaition, Jnc. (Providence,«.Rhode bland), a network of six ambulatory health 
^re facilities providing services to the inner-city, low income, ethnic communities of 
Providence; Discovery Rooms for ChUdren (New York. New York), a fa^y commu- 
nity wnter providing an environment that fosters learning, growth, and* develop- 
ment for the entire fainUy; and C^tieshln-Schools, (Washington; D.C.), a private, non- 
profit orgamzation^addressing the needs of adolescent females and males, adolescent 
parents, and the parents of adolescents. 

The Adolescent Family Life pn^ram, moreover, "has many projects designed U> ad- 
dress the needs of minorities within the populations served. Half of these projects 
serve primaryly minority adolescents. They as follows: • 
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Women's Advocacy Bureaurfiaton Rouge, La. 

Hull House Association, Chicago^ 111. * 

Discovert Room for Children, New York, N.Y. 

St Mary^s Human Development Center, Ridgeland, S.C. 

Mt Vernon Public Schools, Mt Vernon. N.Y. 

St Ann's Infant Maternity House, Hyattsville, Md. ^ ^ 

Family Hospital, Milwaukee, Wis. . ^ 

Family Service Agency of San Francisco, San Francisco, Calif. 

Child Opportunity Program, Denver, Colo. 
. Charles Henderson Child Health Center, Troy, Ala. 

St Marc^t'a Hospital, Dorchester, Mass. 

Catholic Social Services of Wayne Countv, Detroit, Mich. 
. Green County Health Care, Snow Hill,. N.C. 

St Maiys Hospital, Kansas City, Mo. . 

University of South CaroHna, Columbia, S.C. 

Providence Ambulatory Health, Providence, RL 
' Camden Ct^unty Department of Health, Camden, N. J. 

Tuoion Unified School District Ntf. 1, Tucson, Ariz, 
. Economic Opportunity Family Health Center, Miami, Fla. 

YMCA of St Petersburg, St Petersburg, Fla. , L 

Hill Health Corporation, New- Haven, C|^^ 

State ofTTuwrni Dopniiimrnt of HmltihrlTminliilu, Hawaii. 

Norfolk State University, NorfoUc^Va. . 

Citieft-In-Schools, Washington, D.C. . * 

. City of Gary, Gary, Ind. . , , . ji * j 

^^tion 4. In 1978, Congress enacted a program to help pregnant adolescents and 
. young parents'. To the beaat of toy knowledge, the evaluation of that program is still 
' not available. Can you share with us whether the money spent through that pro- 
gram to help school-aged mothers overcome the handicaps of early pregnancy and ^ 
parenthood has yielded results in terms of improved pregnancy outcomes, lower 
rates of school drop-out, reduced likelihood of welfare dependency, etc.? 

Answer. In accordance with Title VII of PL 95-626, HHS contracted with a u inde- 
pendent organization to conduct an evaluation of the Title VI programs for preg- 
nant and parent!^ adolescents. The evalution study is in its last phase— the analy- 
sis of individualcBent data. It is expected that the study will be completed by the 
spring of 1984. However, the Department has been able to substantiate from mdmd- 
ual project- evaluations that these programs have helped school-age mothers over- . 
come Uie handicaps df early pr^ancy and parenthdod and have resulted in im- 
' proved, pregnancy outcome, lower school dropK)ut rates, andJeg^apBd-wwlfe 
pendency. " . • -* ■ »»_ 

Data collected from tfee Johnr Hopkins Hospital Adolescent Center, a Titfe VI 
grange, supportrtherslfectiveness. of comprehensive services such fis early and oon- 
' tinuiag-prenatal care,, nutrition services contihuiiig ediicatibfi, -and job counseling^ 
----'■'^^EaSmparison with a control group thib project showed decreasing welfare de- 
pendency and repeat pr^nancies among^adolescenta^they served.-Cacaana^ 
' were less frequent and perinatal deaths markedly less among the Hopkins ^ole^ 
cent mothers. More of thesiB young mothers completed high school and estabhshed 
-niideBritailiB8.~Bvahiati^ simuar-4o the-Hjopkins — 

^^^^^tion 5. In iny District alone, I represent Harris County in Houston, Texas, the 
pregnancy has been most alanpingv Jefferson-Davis Hospital, which has more deliv- 
eries than any other hospital in each year, and thus ma^ serve-as some sort of a 
momto^ h^ felt this surge in teenage pregnancies. In 1977, 36.2 Mrctot of all 
births were to teenage mothers ranging m age from 12 to 19 yeari Nine percent 
were to mothm 16 and under. Thir^ percent of the teenage mothers were having 
their second, third, fourth,. orTiflh child. In other words, thirty joeicent of theleeh 
births were repeaters. There «i» three mothers who had their fifth child at age 19. 
These are tru^ babies ha^iig babies. How will the Adolescent Family Life Act or 
any other Administretiori progrM assist these children^ , ^ 

Answer. The Administration shares your deep concern about the high rates of un- 
intended Initial ahd^ reptot prefliiandM among iadolescents and the suffenng that 
this inflicts upon Ihe young ihothere aiid children.^ . : : • • 

There are no ^ple or easy solutions to these difficult sijbuatiqns. The Adolescent 
Family Life Prttram is a new approach to the problem of adolasent or^nan^. It is 
designed to dimop. pregnancy cafe service models which are mtonded to allevwte 
the adverse consequences of early parenting for the young mother and . child .aid 
r dbcburage repeat pregnancies. By providing a wiety of integrated and comprehen- 
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sive health und educational services such as prenatal and postnatal care, nutrition 
counseling, educational and vocational assistance, and adoption counseling and re- 4b 
ferral services for pregnant teenagers and young mothers and their children. the«^ 
programs help adolescents to become productive and self-sufTicient citizens. 

The Adolescent Family Life Program also develops and tests new ways of reach- 
ing these adolescents in order to encourage them to postpone early sexual activity 
whiCh so often leads to the consequences which you have detailed. The results of « 
these Adolescent Family Life demonstration projects can then be used by local com- 
munities like Houston to help them further respond effctively to the problem of 
teenage pregnancy. 

^In addition, the Department operates a wide variety of programs which fund serv- 
ices to adolescents as Dart of a larger mission to provide services t^(in>roader popu^ 
lation. The miyor problems are as follows: The Maternal and oKud Health block 
grant (Title V of the Social Security Act) which distributes UMa to States to pro- 
vide maternal, infant, and child health services to high risk,4ow-income people; the 
Social Services block grant (Title XX of the Social Security Act) whi<?frsallocates 
money to the States. The States may use these funds to pay for a variety of social 
service:: including day care, child welfare, child protective programp, foster cate, and i 
family planning; the Primary Care and Preventive Health block gre.its (Title XIX of 
the Public Health Service Act) to the States which fund preventive health and pri 
mary care services for low-income people; Title X of the Public Health Service Act 
which distributes funds for family planning medical. and counseling services to 
women in need of such services, particularly those women below 150 percent pover^ 
ty; and Medicaid, Title XIX of the Social Security Act, authorizes matching funds to 
the States to pay for medical services to low*income people. 

Question S. Considering the alarming trend in the surge of teenage pregnancy, 
will the Administration continue its crusade in pushing for tne enactment of the 
parental notification regulation (snitch rule), which requires the parents of minors' 
to be notified that their children are obtaining prescription contraceptives? What is 
the objective of this ruler- to double or triple our teenage pregnancy rate, which was 
over 1.5 millon in 1980"alone? 

Answer. The parental notification regulations implement a 1981 amendment to 
Title^X which re<^uire8 projects supported by Title X to encourage family participa- 
tion in the provision of family planning services. The regulations provide an oppor- 
tunity for family involvement in an area in which health considerations make pa- 
rental involvement particularly appropriate. The regulations strike a reasonable 
balance between the requirement of making federallv funded familv planning serv- 
ices available to adolescents and the requirement of encouraging family participa- 
tion to the extent practical. ' 

The Department carefully considered the assorted arguments raised regarding the 
effects on minors of the parental notification reauirement. We are not convinced 
that these effects can reasonably be predicted at this time. The contention that the 
regulations will result i^ a large upswing in the number of teenage pregnancies is 
misguided. We believe estimates of the number of additional pregnancies likely to 
result have been exaggerated. The contraceptive practices of teenagers may also im- . 
prove as the result of parental involvement, with teenagers paying greater attention 
to the health consequences of the various available methods of contraception. Also 
some teenagers may be persuaded through conversations with their parents to ab- 
stain from sexual activity, removing all health risks associated with such activity. 

In sum, we believe that the congressional directive for familv participation should ' 
be put into effect by the parental notification mechanism ancf that the opportunity 
this notification presents for parental involvement in decisions regarding the use by 
minors of prescription drugs and devices will, on balance, be of benefit to the minors 
subject to the rule. 

Although the '-""oilations were due to become effective on February 25, 1983, the 
Department has been restrained from implementing them by court orders. 

Question 7. Few programs have had the success as has the WK| program in de- 
creasing the infant mortality rate in this country. It is irost alaraltng to learn that 
infant mortality statistics for the poor in the U.S. were no better than those in Hon- 
duras. A Boston study has estimated that zpalnutrition has substantially decreased 
within the two v ears of the inception of the WIl! pr^am. How can this Adminis- 
tration, with a clear conscience, support cuts in the WIC prograip? 

Answer. TheQ981 U.N. Demographic Handbook (published in 1983) shows Hondu- 
ras as having incomplete registration of deaths. The Population Division of the - 
United Nations estimates' that Honduras had an infant mortality rate of 95.4 per 
1,000 for 1975-80 (1981U.N. Demographic Yearbook, Table 9, p. 294). This rate is 
considerably higher than any rate observed in the United States. 
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We defer to the Department of Agriculture on WIC questions. 

Question 8, Several studies have come out.recently showing a substantial increase 
in infant mortality in those areas hit seriously by the recession. Houston, Baltimore, 
Pittsburgh are just a few of the areas hard nit by these uncertain economic times. 
This 'Administration has attempted to deny the significance of these studies; i.e., 
0MB Director David Stockman at the National Press Club claimed such studies 
were biased. It is difTicult to imagine how the Administration can deny the fact that 
in 1982, the infant mortality rate for all races was 11.2 per 1,000 births. For the last 
available figures, 11.4 was reported for whites and 21;8 for blacks. In my owp Dis-. 
trict, infant mortality was 12.11 per 1,000. This is only a slight decrease from 1981 
which reported a 13.74 rate. Vfhat programs, are in effect at this time to deal with 
these startling figures? • - • 

Answer. The Administration is not denying the fact that the mfant mortality rate 
in 1982 was 11.2 deaths per 1,000 births. This represents a 4 percent decline from 
the 1981 rate and is consistent with the downward trend that has been observed 
since the late 1960's. In 1980 (the latest year for which race-specific data are availa- 
ble) the black infant mortiality rate was 21.4 compared to 11.0 for white infants. The 
Administration is certainly concerned about the disparity between the health of 
white and black infants but it must be pointed out that this dispeuity has existed 
ever since statistics have been available and is not due to the current recession. We 
have seen no convincing study which shows a substantial increase in infant mortal- 
ity in areas hit seriously by the recession. The studies we have seen all suffer from 
serious methodological problems and inadequate statistical analyses of mortalihr 
rates for small areas. In fact, the data presented by Congressman Leland clearly il- 
lustrate some of these problems. The Congrtesman reports that the infant mortality 
rate in his District fell from 13.74 to 12.11 per 1,000 between 198J and 1982, which is 
mistakenly characterized as "only a slight decrease." Over the past 15 years, infant 
mortality rates have been declining at about 5 percent per year. Yet, the decline in 
Congressman Leland's District was 11.9 percent, an unprecedented annual decline'if 
it had occurred nationally. However, the reason for such a large decline is that the 
number of births and deaths upon which these rates are based are too small to 
permit stable estimates of the change between two years. These issues have been 
addressed in more detail in my testimony of March 14, 1983^ to the Subcommittee 
on Rural Development, Oversight and Investigation, Committee on Agriculture, Nu- 
trition and For^try. 

Question A Please provide infant mortality statistics of whites, blacks, Hispanics, 
and Asian Americans. ^ , . 

Answer. It is not possible to respond directly to the request for infant mortalitv 
statistics of Hispanics and Asian' Americans. With respect to Asian Americans, al- 
though national infant mortality rates are reported, they are notoriously inaccruate 
due to differences in the way race is feported on the birth and death certificates. 
Certain States, such as Camomia, which link birth and death records, may have 
more reliable rates for Asian ^ericans ' available since they can calculate rates 
based on race as recorded on the birth certificate. 

However, national data are available on low birth weight, an important correlate 
of infant mortality. In 1980, the following proportions of live births were below 2,500 
'grams: • 

Percent 

AU births : • • 

White 5.7 

Black ., • 12.5 

American Indians • g'f 

All Asian and Pacific Islanders • J.g 

Chinese..., 4.9 

In addition, data arrrtvealable for 22 States by Hispanic parentage. For 1980, the 
following proportions of live births were below 2,500 grams: 

- _ Fircent 

~ Jotal Hispanics ,«>.<...:. ..... 6.1 

Mexicans^ > ^- g-j 

Puerto Ricans f-J 

Cubans : - 

Central and South Americans 5.8 

Other and Unspecified Hispanic v...; ".0 
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Response by Edward N. Brandt, Jr., to Question From Congressman Thomas 

Bulky 

Question. The Centers lor Disease Control (CDC) maintains statistics on. certain 
key measurements of infants and children applying for WIC participation. Have 
these measur^ents shown any deterioration in the past year? 

Answer. The CDC Coordinated Pediatric Nutrition Surveillance System collects 
data from the initial screening-examinations of infants and children from relatively 
low-income families enrolled in the WIC Program and other publicly supported de- 
My^ry t}rograms in 32 selected States. The data show there have been no increase in 
the prevalence of abnormal indicators during calendar year 1982. There has been a 
reduction in the prevalence of linear growth stunting, overweight, and anemia over 
the seven-year period from January 1976 through December 1982. 

The results of the initial screening-examinations of approximately 200,000 chil- 
dren indicate the overall prevalence of linear growth stunting (low height-for-age) 
and of overweight (high weight-for-height) has declined slowly over the seven-year 
period from January 1976 through December 1982. The prevalence of growth stunt- 
ing d^lined from approximately 9.5 percent to 8.5 percent and the prevalence of 
overweight declined from ^approximatley 8.5 percent to 7.5 percent during this 
period. The decline in prevalence was obser%'ed principally in infants under two 
years of age. Older children showed little consistent change in the prevalence.of ab- ^ 
normal growth indicators. Tne four ethnic groups with sufficient representation in 
the surveillance system to be evaluated statistically (white, black, Hispanic, Native 
American) all shared in the decline in prevalence. 

The prevalence of low weight-for-age and low weight-for-height remained at or 
below 5 percent. Since the cutoff for determining low values is the fifth percentile of 
the National Center for Health' Statistics reference growth curves for American 
children, the children at)plying for WIC or other publicly supported service delivery 
programs in participating States do* hot have an abnormally high prevalence of low 
weight*for-age or low weight-for-height. 

Similar evaluation of trends in anemia prevalence, based on initial screening re- 
sults in approximatley 115,000 children, also indicated an -overall downward trend-r 
from approximatley 9 percent to approximatley 7 percent prevalence over the seven- 
year period. Trends in anemia were generally more viable than those in linear 
growth and overweight, but all ethnic groups showed the same overall pattern. Age 
group differences in anemifi trendajVBi:e not-consistently observed. 
_ Thejtandatds-used to-evaluate anemia prevalence are the fifth percentile for age 
and sex for hemoglobin or hematocrit, based on data from the 1971 National Health 
and Nutrition Survey (NHANES) conducted by the National Center for Health Sta- 
tistics. Infants under six months of age are not included in the, evaluation of anemia 
trends since data from the NHANES survey are not adequate to estimate percentile 
cutoffs for this age group. 

The data tabulated cannot be taken as representative of U.S. children generally, 
but do represent the results of initial screening evcQuations for infants and children 
from relativley low-ipcome families enrolled iii the WIC Program and other publicly ' 
supported service delivery programs in participating States. 

o. . 



